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These are the proceeding of a (now bi-annual) conference composed primarily of psy-
chiatrists, psychologists and social workers in the U.S. Army. Presentations include

Title:

]

the following: F.D. Jones - '"Behavioral Sciences in a Changing Army' and 'Valedictory:
Response to the Task Groups (Leadership)'"; V. Williams - '"'Behavioral Sciences - 30
year perspectives"; R.H. Gemmill - "Single-Parent Family: Active Duty and Dependent.'

Eight Task Groupgreported on the following subjects:

Personnel Resource Management;
Training Issues; Revision of AR 40-216;
Alcohol and Drug Abuse,; Recommendation for Action Regarding CHAMPUS Care

for Mentally Il11; Women% in the Army,;
Legal Issues Pertainf to Involuntary Hospitalization of Military Personnel; - [

Sexual Variants and Deviations in the Army.
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BEHAVIORAL SCIENCES IN A CHANGING ARMY

COL Franklin D, Jones, MD
Psychiatry and Neurology Consultant
Office of The Surgeon General
Department of the Army

Washington, DC 20310
General Deffer, Ladies and Gentlemen:

Although my title is "Behavioral Sciences in a Changing Army,"” it might
Just as aptly be entitled "A Changing Behavioral Sciences in the Army,"
since a major task of this conference is to take stock of such changes
and make recommendations for updating regulations to meet the challenges

of such changes.

Nearly 10 years ago I attended the first AMEDD-BS Conference here in
Denver. The main purpose of the conference seemed to be the desire of
the participants to define what a behavioral scientist is and is not.
Particularly there was a need for each profession to explore its unique
contributions to mental health care. The professions represented were
diverse: the traditional triumvirate of psychiatry, social work and
psychology were most strongly represented but also there were

psychiatric nurses, occupational therapists, enlisted specialists, chap-

lains and even personnel from the disciplinary barracks.

o




Only the enlisted specialists, who had been newly christened behavioral

sciences specialists, had no complaints about the name. The majority of

others rejected the notion of being thought of as "B.S.'ers."

This rejection, I feel, was more than just an esthetic appreciation.
Groups who were already struggling with identity problems were abso-
lutely paranoid about the potential for identity diffusion and perceived

loss of autonomy and prerogatives.

The psychiatrists voiced concerns about loss of control of resources and
non-physicians performing medical procedures. The psychologists didn't
want to be thought of as "junior psychiatrists"™ and the social workers,
who rendered many services outside the psychiatric compass, were anxious
to retain autonomous status outside departments of psychiatry.
Psychiatric nurses were in the throes of defining roles outside tradi-
tional inpatient settings and all three major specialties were

susplicious of them.

With these socio-psychodynamic forces in operation, it is not surprising
that there was a good deal of acrimony, a great deal of hurt feelings,
and a minimum of useful work accomplished. What is surprising is that

the conference survived as an annual event.

I am bringing up this unhappy history because to paraphrase Santayana,

if one ignores history, he is doomed to repeat it. There is evidence

~]
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that the failure to come to terms with these divisive issues has been

detrimental to all of us as follows:

1. Several attempts to update AR U40-216, the basic regulation for

neuropsychiatry have failed.

2. Civil war has erupted at several community mental health activ-
ities over issues of areas of responsibility, control and overlapping

services.

3. We have had to function on the basis of compatible personalities

rather than clearly delineated staff relationships.

4., Mutual sabotage of individual careers and programs has occurred.

5. Finally, and most importantly, we have been unable to stand
united in combatting the erosions of benefits of our patients. Just one
example of this failure is seen in the deprivation of CHAMPUS benefits
caused by bureaucratic manipulation of payments. When care-givers must
wait three to six months to receive reimbursement from OCHAMPUS, they
refuse bill assigmment and demand payment from the patient. If hospi-
talization is involved, they may request deposits of several thousands
of dollars. At $50 or 60 per hour few can afford even outpatient care.
Since there are not enough staff in the Army, these military persons are

being denied care. Through a false distinction between treatment and
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education, military children are not funded for learning disabilities,

mental retardation and some forms of chronic psychosis. The rehabil-

itation of alcoholism, a disorder which may develop over a lifetime, is

limited to one month. I noticed that few of us signed up for the CHAM-

PUS task force. I would urge reconsideration.

Another area of erosion is in false issue of civil rights)the right to
refuse treatment as a banner cry allowing society to give up
responsibility for the care of the mentally afflicted. State legis-
lators love this development. It allows them to withdraw funding for ]
costly hospitals with professional staff and pay small amounts for ‘
boarding mentally ill persons in newly created ghettoes of madness. We
need a new Dorothea Dix to prick the consciences of our law givers and
budget masters. Again the task force on Legal Issues is under-

subscribed. Your expertise is needed.

We live in a rapidly changing Army. Since the hippie era drug abuse and
alcohol abuse in the young have been rampant. The end of the draft and
the feminist movement have forced us to reconsider not only who can do

the job but also what jobs should be done. With a small, expensive,

more feminine and greatly civilianized armed forces we seem more
cautious about overseas adventures, more prone to rely on accommodation,

technology and nuclear deterrence in our defense.




- Feminization has allowed us to be a smarter Army with more high school
graduates than ever, but it has also produced some problems. A new form
of strain between commanders and those commanded has been the erot-

ization of such relationships.

Women commanders have sometimes found immature male soldiers unable to
see them as authorities while male commanders have been accused of
sexual exploitation of female soldiers. The war of the sexes continues
to be fought even when the soldiers wear the same uniform. We must
contend with casualties from menstrual discomfort and pregnancy. The
advent of large numbers of single parent families particularly with
female parents is also a new phenomenon. Another new phenomenon coin-
cident with synthesis of sex hormones and sophisticated surgery is the
ability of people to alter their sexes, at least superficially. There
is much ambiguity in the law as to the status of such persons, an ambi-
guity also related to other sexual deviates. How should we handle
excellent soldiers found to be homosexual? My wife suggested that we
should actively recruit them since they are an economic bargain. She
pointed out that they would not be encumbered with dependents requiring
medical care and special consideration in assignments. I doubt,

however, that this idea would be very acceptable, even in the liberal

|
|

mental health circles! Seriously, though, recent appelate decisions in
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the Matlovich and other cases have forced us to rethink our blanket
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rejection of homosexuals.

All of these areas are worthy of our study and recommendations. They
require our efforts to educate not only ourselves, our commanders and

- . peers but also our student professionals and later th: general public.

Recently having been Director of Psychiatric Education at WRAMC, I still
consider myself an educator and see that as the primary role of a
consultant. I was glad to see that the Educational task force has
attracted a group of talented and enthusiastic professionals. The
explosion of knowledge in biological and social areas is a great chal-
lenge to teachers who may have ten times the data to transmit in the

same traditional intern and residency time frame as that when they were

{ interns and residents. The total knowledge is not only greater but also
it must adapt the trainee to changing missions and roles. When I was a
resident, I was chagrined at the recent (then) separation of child

psychiatry as a separate specialty, the same chagrin, I'm sure, felt by

the generation ahead of me when neuropsychiatry split into neurology and
psychiatry. Now a further splitting into subspecialties of adminis-
trative and forensic psychiatry has occurred, and community and psycho-

pharmacology subspecialties loom in the near future.

This is, of course, one way to handle large amounts of data. Another /

. way is to discover unifying principles which always simplify data. It

11
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is with this hope of synthesis that I personally do not favor the devel-
opment of a military psychiatrist or other professional subspecialty.
After all, it was not the highly specialized dinosaur but a weak, nearly

defenseless and quite unspecialized mammal which conquered Earth and

will conquer the stars.

Well, those are some of the challenges you face - formidable, but we
have a formidable group to attack them. And also, like the behaviorists
that we are sometimes accused of being, your consultunts have arranged
for positive reinforcement upon completion of the task. The brilliant
and sympathetic Deputy Surgeon General, General Mendez, has given prior-

ity to hearing what you have to say. He will be our wrap-up listener

and speaker on Friday.

We will now hear from our other consultants.

12
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BEHAVIORAL SCIENCES: 30 YEAR PERSPECTIVE

Vernon William, COL, MS

This is my Swan Song. After 30 years active service and 36 Total, I should
be in a position to say what I think so I am going to try.

I liked the Behavioral Science meeting last September. We sat down in
mixed groups and we talked, we argued, we compromised and we planned.

I didn't like the 70 meeting that Frank has described because we couldn't
do any of those things.

I hope we can do the same thing this year with the problems we have
confronting us because we are vitally concerned with many of those issues.
In order to help set the stage for that, I'd like to describe where I think
Social Work is coming from by addressing some gripes - Myths and Ques-
tions? First a Gripe.

I don't like the term Behavioral Scientist - I'm sorry we got stuck with

it - T don't know a good definition for it but I am certain it doesn't nec-
essarily translate ''Mental Health' which is the definition used by some
people in this room.

A social worker in the ACS program helping families adjust in their Army
Communities with food stamps or supplying information about their next post
that will help plan for a physically handicapped child is a behavioral
scientist but with limited ties to this group. I wish we had a better
name .

A myth - Social Work is losing all its spaces and is way over its
authorized strength. Matter of fact, at the beginning of this year, we

had 276 SW's on active duty. We had 254 authorized 68R spaces and 15 other
approved assignments in MOS immaterial jobs. That's 269 authorized spaces
or an overage of 7 people. I fully expect the 7 extra people will be gone
by the end of the summer. On the other hand, Social Work in the Army as a
career is very competitive with civilian programs and if more spaces are
generated, we have people waiting in line to enter the Army. At our last
bd in Jan, we had 31 applicants for 2 positions and we turncd down some
very well qualified people.

This leads me to how we distribute our assets. Social work is not neces-
sarily a profession allied to medicine. 1In the Army however, it was for
many years locked into that position. We (social workers) owe our exis-
tence in the Army to psychiatrists. That's how we got here and as far as
I'm concerned that's where a large part of our assets will always be. Of
the 276 social workers on active duty, about 65% work in the area of Mental
Health - that is in direct relationship with psychiatirsts, psychologists,

13




and the rest of you in this audience. Another 25% work in relationship to
other branches of medicine - Pediatricians, Internista, family practice,
orthopedics, etc. The rest (10%) or less than 30 are in positions where
they are doing other kinds of social work - that is not directly related to
medicine.

1 feel we are doing our part to support Mental Healtl. programs and those
people who are doing social work in non-psychiatric rettings and other
areas such as ACS, Research and Staff positions are not doing so at the
expense of anybody in this room. In the days when social works only role
was support of psychiatry, we had a maximum of 160 spaces. We have more
than that today, and I would guess that our ratio of social workers to psy-
chiatrists is also better today. As the Social Work Consultant, I stand
ready and able to recommend an officer to fill any vacancy for a social
worker that is generated by work units from any work area.

Finally I'd like to talk about separate Soclal Work Services in certain
settings. Some people think we shouldn 't have them, some think we're
going to lose them, but my message is they're here to stay. If the primary
work arena is a community mental health activity or a psychiatry service.
The social work role is negotiable, and that's one of the topics we'll
discuss this week. If the primary work arena i1s the rest of the hospital,
or an ACS setting and we're providing discharge planning for an elderly
cancer patient or financial planning to an E-¥ and his family, the role is
not negotiable in this arena, this week. In order to properly meet as many
needs as possible we need separate social work services in the medical
center and large MEDDACs. As a matter of fact, the HSC reg, the Joint Com-
mission on Accreditation and the American Hospital Association standards
require a separate service in those settings.

In summary - In spite of the fact that my old age and my paranoia, may have
been too evident during the past few minutes - the bottom line for our
meeting here this week is to provide better care for all eligible personnel
and social work stands ready to do its part in planning towards that end.

Thank you.

14
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GUILD AND BOUNDARY ISSUES: Readdressed

As part of the introduction to the AMEDD Behavioral Sciences

Seminar, LTC Hartzell discussed the topic of mental health pro-

fessionals in the U. S. Army today. Unfertunately, a written
summary of his remarks could not be made available for publi-

cation.

BARRY N. BLUM
CPT, MS
Editor




TASK GRQUP T
PERSONNEL RESOURCE MANAGEMENT
Co-Chairmen:

Col Donald W. Morgan, Psychiatrist
Col Otto J. Schreiber, Psychiatrist

Members:

Col Phillip Hicks, Psychiatrist

Lt Col Jay Norton-Tagpez, Psychiatrist
Maj William Sullivan, Psychiatrist

Lt Col Edgar J. Habeck, Social wWorker
Maj James Tansor, Social Worker

Maj James Walsh, Social Worker

Lt Col Hubert A. Kelley, Social Worker
Cpt Edward T. Beaty, Psychologist

Cpt Franklin Brooks, Psychologist
- Lt Col Edgar Cook, Psychiatrist

Cpt Edward 0. Crandall, Psychologist
Maj Willie Patterson, Psychiatrist

Lt Col E. R. Worthington, Psychologist
Cpt Thomas Coleman, Psychologist

{ Cpt Lawrence Dilks, Psychologist
Lt Col Francis J. Fishburne, Psychologist

TASKS:

1. Designate needs for psychiatrists, social workers, psychologists,
nurse clinicians and 91Gs and 91Fs Army-wide. How are require-
ments presently determined.

2. Recommend assignment of types of personnel at above facilities.

3. Propose plans to survive expected personnel shortages -~ civilian-
ization, regionalization, contracting, closing programs, assigning
only social workers, etc.

4. Recommend assignment of specific personnel,

5. Propose changes to make isolated posts more attractive.

6. Is assignment of psychiatrists to a region with "circuit riders’
a viable option? What arc the advantages? Disadvantages?
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’. RECOMMENDATIONS

I. TASK #1: Designate needs for psychiatrists, social workers, psycholo-
gists, nurse clinicians and 91Gs and 91Fs Army-wide. How are requirements
presently determined.

A. Question or Task #1 is extremely far ranging and complex; however,
the following recommendations on a general basis are made by the group:

1. MEDCENs with training programs should have top priority of re-
sources in that they have the capability to generate and constantly renew
the availability of trained professional personnel to provide service to
the Division, Community Hospital (MEDDAC), and CMHA in that order.

2. The top priority for Division placement is to support our pri-
mary mission of combat support since this is why we exist in the first
place. The second priority to Community Hospitals (MEDDAC) is to support
the active duty soldier and his dependents, the latter being of utmost
importance in sustaining the morale of the active duty soldier. The last
priority of the CMHA does not mean to imply that support of the active duty
soldier is not important. However, with scarce resources, the use of
Division personnel supported by hospital personnel can accomplish the
same objective.

3. Currently, requirements for mental health personnel at all

facilities is determined via manpower surveys that use antiquated staffing

{ guides. These guides desperately need to be updated to take into consid-
eration the increasing number of administrative mandates imposed upon men-
tal health personnel (audits, TAB, MCE, etc.) plus clinical requirements
of supervision of paraprofessionals, consultation with other professionals,
unit commanders, legal representatives, drug and alcohol programs, child
protective councils, and rape crisis teams.

4. Once the availability of a psychiatrist becomes non-existent,
the pretense of medical psychiatric care should be dropped and a clear i
definition of Social Work and/or Psychology Services presented to the
Medical Commander so that he can seek other alternative services to fill f
the deficit.

5. The 91G assignment priorities should come under AMEDD control
in order to fill the needs as they arise on a timely basis.

I1. TASK #2: Recommend assignment of Types of personnel at above facili-
ties,

A. Task #2 did not result in any firm recommendations due to the
: unique skills as well as areas of overlap among the various disciplines.




However, assignments might be based on operational model, i.e., as the
needs are perceived at a particular facility to accomplish their particu-
lar mission, additional resources are requested through their respective
consultants.

III. TASK #3: Propose plans to survive expected personnel shortages —-
civilianization, regionalization, contracting, closing programs, assign-
ing only social workers, ctc.

A. Task #3 resulted in the following recommendations:

1. Unfilled HPSP slots up to 10 be diverted to find clinical
psychologists for civilian training programs,

IV. TASK #4: Recommend assignment of specific personnel,
A. Task #4 resulted in the following recommendation;

1. Maragers (consultants) should know their personnel personally
and keep records of their carcer progression. In this manner they could
tailor assignments and match job requirements to individual's needs and
wants. (Ex: Jay Norton at Fort Huachuca).

V. TASK #53 Propose changes to make isolated posts more attractive.
A. Task #5 resulted in the following recommendation: f
1. Facetiously speaking, '‘isolated posts could be eliminated or

labelled 'career advancement tours''. More seriovsly, the following
incentives should bhe considered:

a. Choice ol next assignment with an absolute guarantee

b. Additional TDY

¢. Additional pay incentives

d. Maximizing rcsources and personnel

e. Shorter tours
VI. TASK #6: Is assignment of psvehiatrists to a region with "circuit /
riders" a viable option? What are the advantages? Disadvantages? 1

A. Task #6 resulted in the following recomuendations:

1. Possible concept: However, must be free from other responsi-
bilities, not an additional duty:; should be assigned to the 0ffice of the
Chief of the Regional MEDCENs and be allowed to homc base at the MEDCENSs.

¢ 5
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2. Advantages: Would provide Medical Psychiatric Services at
facilities that otherwise would have none.

3. Disadvantages: Early burn out; travel problems due to
distance, weather, fuel shortages.

4. Would require a Senior individual due to intermittent con-~
tacts.

VII. Additional recommendation:

1. The re-establishment of a full-time social work consultant.




TASK GROUP 2: TRAINING ISSUES

TASK GROUP LEADER: vavid T. Armitage, M.D., J.D., LTC, MC, Asst Chief,
Dept of Psychiatry & Neurology and Director of
training & Research, DDEAMC, Fort Gordon, Georgia

TASK GROUP MEMBERS: COL Nicholas L. Rock, Psychiatry
LTC T. J. Chamberlain, Psychiatry
LTC tucien B. Fleurant, Psychiatry
MAJ Emmunuel Cassimatis, Psychiatry
MAJ Tom Lawson, Social Work (Author of Appendix C)
MAJ James E. McCarroll, Psychology
MAJ Ray V. Smith, Social Work
MA.T Ed VanVranken, Social Work
CPT Philip Appel, Social Work (Author of Appendix B)
CPT (P} Jack Bentham, Psychology
CPT Don Headley, Psychology
Crt Thomas K. Sims, Psychnlogy
CT Kevry W. Wyant, Psychology

OBJECTIVE OF THE TASK GROUP: The objective ol the Task Group on Training

Issues was to examine training 'n the mental health tields in the AMEDD as
to current problems requircments, nceded modifications, and to render appro-

priate recommendations in theso arcos.

FINDINGS:

ISSUE #1: STAFFING OF TRAINING PROGRAMS (ADEQUAUY OF NUMBERS AND CALIBER).

RECOMMENDATIONS :

a. The number of psvehiatric otalf must be increased for psychiatric
training programs.

b. Recruitment and retention of appropriate social work officers in support
of psychiatric training propranm. should be improved by increasing military

sponsored training opportu il for social workers at the doctorate level,

)

|




specifically for faculty involved in training programs, and by adding a skill
identifier to the MOS to enable easy identification on a screening basis of
potential staff members with unique skills useful in training programs.

c. Career planning is essential in both the recruiting and retention of

appropriate faculty.

ISSUE #2: TRAINEES (QUALITY AND QUANTITY).

RECOMMENDATIONS:

a. Quality of trainees must be maintained even at the expense of quantity.

b. Number and location of training programs shculd be increased in order
to attract a variety of trainees.

c. A policy and system must be established and developed to appropriately
assign and utilize people of advanced military rank who are novices in their
professional 1ife because of transfer of branch or other considerations.

d. Ten to twelve Health Professions Scholarship Program spaces should be
created and allocated to Psychology as a means of recruiting qualified psy-

chology graduate students into the Army.

ISSUE #3: TRAINING WITHIN THE MILITARY SETTING (S4OULD IT OCCUR?)

RECOMMENDATION: ,

Training must be maintained in the military setting because:

(1) There is a need for dedicated personnel identified with the military
system.

(2) Retention of people trained within the military is much higher.

(3) The military has unique features important tc practice within it (see

Appendix A).
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ISSUE #4: CORE CURRICULUM.

RECOMMENDATION:

The issue of core curriculum is not settled at a national level in the
various professional groups. Consequently, it is recommended that:

a. Establishment of curriculum for training programs should be done on
an individual basis until such time as national grcups establish firm priorities
for core curriculum.

b. In order for curriculum (and other pertinent data) to be exchanged,

there must be an opportunity for coordination of curriculum material. This can

best be done by a meeting of the various training directors on an annual basis.

ISSUE #5: TINFORMATION SHARING.
RECOMMENDATION:

To prevent duplication of training efforts and to prevent inappropriate f
establishment of training activities, coordination is required. It is recom-

mended that a mental health training bulletin be established and printed on A

an “as needed” basis, no less than once per year with wide dissemination. This
bulletin should be produced by the consultants to the Surgeon General with input ;
from training directors.
ISSUE #6: CURRENT PROGRAMS {APPROPRIATENESS OF LOCATION AND NUMBER OF
TRAINEES).
RECOMMEMDATION:

There is no recommendation for discontinuing or modifying the location of
current programs. However, the difficulties identified in the current program,
such as attractiveness of location, must be faced directly and countered with

appropriate ingenuity.




ISSUL #7: NEW TRAINING PROGRAMS,
RECOMMENDAT ION:

a. A training program in psychfatry should be considered for Madigan
Army Medical Center.

b. Specialized postdoctorate fellowships should be established for
psychology in community health, neuropsychology, and child psychology.

¢. A "third year"” training program for social workers should be estab-
lished in the areas of "combat social work"” and "psychiatric social work."

d. Sufficient numbers of slots for training in social work at the
doctoral level should be established with the specific intent of utilizing
these graduates in military psychiatric/psychological/social work training
programs.

e. Consideration should be given to the establishment of coordinated
training in family therapy for psychiatry, psychology and social work. The
components of this training are currently available, but there is no coor-

dination nor formal authorization involved at the present time.

ISSUE #8: UNIQUE ASPECTS OF THE ARMY AS RELATED To TRAINING.
RECOMMENDATION:

The Task Force identified 11 significant aspects of the military that
could be considered unique and of special interest to individuals practicing
within that setting that should be addressed in all training programs. |See
Appendix A).

ISSUE #9: RELATIONSHIPS BETWEEN THE VARIOUS PROFESSIONS IHVOLVED IN
TRAINING PROGRAMS (KEY INVOLVEMENT).
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RECOMMENDATION:

1 a. Neurology should be part of a Department of Psychiatry and Neurology,
' especially where there are psychiatric or neurologic training programs.
\ b. All training must occur within the context of professional and Army
policy.
c. The professions concerned must continue to work actively at role
definition in terms of activity and mission following training and that this

|

| i
} be reflected in the training program development. 5
|

i ISSUE #10: RESOURCES.

RECOMMENDATION:

a. Financial, space, and staff resources involved in training programs
must be under the operational control of the training director for required
key personnel. Example: Psychiatric Social Work Services must be available ?
to a psychiatric training program. A program cannot rely merely on the good
will of another separate service chief to provide this resource. The resource L;
must be within the Department of Psycniatry and Neuro]ogy'(see above recom-
mendation concerning doctoral training and social work).
b. Programs can be co-located (example: psychiatry and psychology), if
training cases are adequate so as to meximize the utilization of important
faculty resources. .
c. Internships in psychology should also be maue available at nonconcurrent
training sites with the purpose of spreading out the service delivery aspects é

of training to other military facilities. {

: 2%5;
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ISSUE #11: COMMUNITY MENTAL HEALTH ACTIVITIES AS TRAINING SITES.

RECOMMENDATION:

a. The incredible lack of uniformity in staff, mission, and performance
among the various CMHA's prevents a specific recommendation as far as utilizing
CMHA's as training sites. It is recommended that the CMHA be more specifically
defined within policy.

b. There must be training in a military milieu having significant troop
strength that is mission oriented. It is recommended that a study be done of
the present status of CMHA's, and that other options be considered for meeting

this goal.

ISSUE #12: TRAINING OF 91G's.

RECOMMENDATION:

The responsible authority at the Academy of Health Sciences should gather
specific information from the field as to experience with the caliber and

background training provided tc 91G in respect to theiv utilization.

ISSUE #13: POLICY.

RECOMMENDATION:

a. Policy regarding functions and utilization of the various mental health
disciplines in the AMEDD's must be firmly established by the apprbpriate and
clearly delineated Tlines of authority and responsibility via AR 40-216. It is
strongly recommended that policy be based upon input from the field before it

is written and implemented.
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b. Pulicy guidelines should be the first source consulted in addition to i

the respective professional accrediting requirements when developing training

programs in the military. This will answer the question, “Training for what?"

SPECIAL ISSUE: SOCIAL WORKERS AS AMEDD MENTAL HEALTH PERSONNEL
(APPENDIX B; ELABORATED UPON IN APPENDIX C).

RECOMMENDATION:

a. Because social work provides services and resources for areas other
than mental health, social work must define its roles as related to the various

areas in which it works.

b. Social work should have a senior professional named who will have the
authority and the necessary time to assist the TSG Consultant Division in
personnel management and program development as it relates to developing social

work officers for training programs within the AMEDD.
SPECIAL ISSUE: PSYCHOLOGY.

RECOMMENDATION:

a. Psychologists should be considered for special professional pay.

b. Career programs should be developed that take into account the partic-
ular area of expertise of psychologists in the Army such that there is an in-
crease in senior rank and leadership within the profession of psychology.

SPECIAL ISSUE: MUTUALITY AND COMPETITION BETWEEN MENTAL HEALTH PROFESSIONS
AS THEY INTERFACE WITH TRAINING.

RECOMMENDATION:

a. Roles must be defined in accordance with policy as noted above.




b. It is most important that the mental health discipline in the AMEDD
coordinate and complement their functioning to serve the needs of the Army

and to prevent dilution of mental health service quality which is prone to occur

when these functions are not under the professional and technical supervision

of the AMEDD.

SPECIAL ISSUE: RELATIONSHIP BETWEEN TRAINING CENTERS AND USUHS.

RECOMMENDATION:

a. Upon nomination by the director of medical education or the department
chief and forwarded to the Chief of Psychiatry at the USUHS, appropriate staff
should receive clinical appointments to the medical school faculty.

b. Training faculty from the established programs in the medical centers
can be used as resources for providing didactic input to the medical school
itself, based upon unique expertise.

c. The medical center training programs can be used as field clerkship
sites for 3d and 4th year medical students to provide them an educational
experience, a sense that military medicine is a viable and contributing en-
tity in the United States Army, and exposure to a variety of training/service

settings in which military medicine is currently practiced.




APPENDIX A - UNIQUE ASPECTS OF THE ARMY RELATED TO TRAINING

1. The United States Army has an overt formal organization with clearly defined
roles of leadership and followership.

2. There is frequent movement of families and personneil with all issues attendant
thereto.

3. The Army has a combat mission.

4. With its codes, regulations, dress, and training, the Army aims for a degree
of uniformity among its members.

5. Given the mission, uniformity, frequent movement and other special aspects
noted in 4, above, there may be professional/personal/group mores and values which
at times conflict.

6. There is a world-wide distribution of military resources requiring adjustment
to foreign cultures which, combined with frequent movement, creates additional
adaptive stress upon its members and dependents.

7. Professionals in the Army have the ability to move up rapidly in responsi-
bility and authority compared to their civilian counterparts.

8. The population served by professionals in the Army is unique in the sense that
there is much prescreening of personnel prior to admission to the Army and the
population is generally healthier. In addition, the average age of the currently
served population is younger than the average age seen in civilian practice.

9, Treatment within the military can be dispositional in nature (which is not
critical of the treatment but serves to describe its nature and function). There
is no long-tern patient management for other than retired perscnnel.

10. Professionals may change jobs without necessarily 19sing rank or pay. In
contradistinction, however, they may move up in responsibility without being con-
currently rewarded with increase in rank or pay.

11. There is a great need for administrative skills in all military professionals.
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SECTION I
GENERAL

1. PURPOSE. This appendix is in response to the request made by Task Group 2

(Training Issues) at the 1979 AMEDD Behavioral Science Seminar at Fitzsimons
Army Medical Center, Denver; Colorado. The request was for Social Work to be
defined so that other disciplines would know how to interface and work with
social workers as members of the Behavioral Science Team.

2. DEFINITION. Social work seeks to enhance the psycho-social functioning
of individuals, singly and in groups, by activities focused upon their psy-
cho-social relationships which constitute the interaction between man and
his environment. These activities can be grouped into three functions: res-
toration of impaired capacity; provisions of individual and social resources;

and prevention of psycho-social dysfunction.

SECTION IIX
SOCIAL WORK PRACTICE
3. GENERAL STATEMENT. Ultimately social work practice is determined by the

setting in which the social worker is functioning. Different skills are
brought to bear in different settings for different hrman needs and problems.
In the Army, social workers can be found in a variety of different settings
including Division Mental Hygiene Consultation Services, Community Mental
Health Activities, Social Work Services, Alcohol and Drug Abuse programs,
corrections, research, etc. Each one of these settings may involve utilizing
a different knowledge base and skills to meet the needs and problems of ser-
vice members and their dependents. However there is a common core of know-
ledge generic to social work, and that being: 1) Psycho-social functioning

of individuals; 2) Social welfare programs and policies; 3) Scientific method;

4) Goals and values of social work; 5) Theory and principles of practice.

4. GOALS. There are three general goals in social werk practice:
a. Curative, ameliorative (treatment orientation).
1) To assist individuals, families or other small groups in coping
with their problems in psycho-social functioning.
2} To assist social organizations (including military units of all
sizes up to a division), neighborhoods, or cammunities in coping with their

problems that are related to the problems of their members or residents.
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2} To rehabilitate people who are defective in their psycho-social
functioning-

b. Preventive (action orientation)

1] To identify potential areas of problems and to strengthen existing
healthy forces (primary prevention).

2) To detect early symptoms of problems and to intervene at this
stage to halt their spread (secondary prevention).

3} To limit the manifestations of problems through anticipatory
action and rehabilitation (tertiary prevention).

¢. Promotional ~ enhancing (developmental orientation).

1} To meet needs and enhance the psycho-social functioning of indi-
viduals, families, or other small groups to move toward existential fulfill-
ment through psycho-social participation.

21 To enhance the maximum potential of sccial organizations (includ-
ing military units...}, neighhorhoods and communities to insure the existential
fulfillment and maximum self-realization of people through psycho-social parti-
cipation.

5. MAJOR FUNCTIONS. There are seven major functions in sccial work practice.

a. Help people enhance and more effectively utilize their own problem-—
sovling and coping capacities.

b. Establish initial lirlagec between people and reccurce cvstems.

¢c. Facilitate interaction and modiiy and builé new relaticnships be-
tween people and societal resocurce systems.

d. Facilitate interaction and modify and bkuild relationships between
people within resource systems.

e. Contribute to the development and modification of social policy.

f. Dispense material resources.

g. Serve as facilitators of psycho-social modification.

6. PRIMARY METHODS. In social work a method is ar orderly systematic mode

of procedure. 1In a particular cetting and job assignment the social worker
may use one or several methods. Below is a partial list of the primary

methods.
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‘a. Administration g. Planning

“‘ b. Case work h. Program development
c. Community organization i. pPpsychotherapy
d. Consultation j. Research
e. Education k. Supervision

£. Group work

SECTION IIX
CLINICAL SOCIAL WORK

7. General Statement. In the Army approximately 60% of all social workers
are working in mental health related settings in support of psychiatry. As
these settings proviée interface and collaborative work with psychiatrists
and clinical psychologists it becomes important to define clinical social

| work for the following reasons:

; a. Bringing clarity to the areas among the three professions which seem
to overlap.

b. The fact that states are now licensing and certifying social workers

|
|

to practice in prescribed ways.

c. To familiarize the other members of Army Medical Department with the

realm and domain of social work.
' d. That clinical social work occurs in hospital settings in support of
‘ non-psychiatric services and departments as well.

e. That the American Hospital Association has published a manual de-

scriking 'The Essentials of Social Work Programs in Hespitals" (entitled the
same AHA 1971).

£f. That the Joint Commission on Accreditation of Hospitals in its accred-

itation manual for hospitals specifies the minimum need for social work ser-
vices and in what manner (Accreditation manual for hospitals, pages 169-172,
1979 edition published by JCaH).

8. National Association of Social Workers definition of clinical practice...
"Clinical practice is that aspect of social work which is carried out in a
one-to-one or one-to-group situation by a practitioner exercising general
skills in a self directed manner. It encompasses assessment, diagnosis and

treatment of problems of intrapsychic and interpersonal conflicts and their




effects on the self and others. It involves utilizing community resources and

providing help in coping with illness, both medical and psychiatric. 1t de-
velops psychological readiness to function more effectively in relation to
family, peers, associates and the community and in relation to employment, ed-
ucation, and other goals. Clinical practice involves the knowledge and treat-
ment of defineable psycho-pathology through psycho-social and psycho-therapeutic
skills in which the practitioner is both qualified and competent.'" ("work-

ing papers of the NASW cabinet of practice and knowledge: Specializations",

May 1974.)

9. State of California Definition of Clinical Social Work Practices. ''The
practice of clinical social work is dJdefined as a service in which a special
knowledge of social resources, human capabilities, and the part that uncon-
scious motivation plays in determining behavior is directed at helping people

to achieve more adequate, satisfying and productive social adjustments. The
application of social work principles and methods includes, but is not re¢-
stricted to counseling and using applied psychotherapy of a non-medical nature
with individuals, families, groups, providing information and referral services,
providing or arranging for the provisions of social services, explaining and
interpreting the psycho-social aspects in the situations of individuals,
families or groups, helping communities to organize, t¢ provide or improve
social and health services and doing research related to social work'.

(taken from laws relating to licensed clinical social workers, Chapter 17, ’
Division 3, Business and Professions Code, Chapter 17, Article 4, Parapgraph 1
9049.)

10. National Federation of Societies for Clinical Social Work Definition of

Clinical Social Work in Hospital Settings: 1.2 The term "clinical soci.al

work practice in health care” refers to, but is not limited to onc or more
of the following: A. The vvaluation and treatment of disability resulting

from the emotional stress due to physical illness.

[ S

B. Assisting medical and other health care staft in plaviing for .
appropriate treatment of paticnt. based on the clinical socral worker ' ware-
ness of family dvsfunction that interfers with appropriate use of comminits
resources,

C. Assisting medical and other health cape statf in arvorp i

for alternative medical treatment based on the clinicnl cocial worker .

knowledge of community reootrces,
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D. Evaluation and treatment of stress resulting from family dys-
function as well as social, econcmic and cammunity dysfunctions that impinge
on patients ability to recover from physical illness.

E. Helping patients suffering from chronic or terminal illness
to function within the limitation of that illness by the use of psychotherapeu-
tic modalities.

F. BArranging discharge planning for patients based on the know-
ledge of, and skill in utilizaing cammunity resources.

G. Placement of medical or psychiatric patients in appropriate

leyel of out of home care. Assisting the patient and his family in adapting

to that treatment plan and monitoring his care throughout placement and mak-
ing replacements when necessary.

H. skill in helping patients adapt to demands of daily living
in recovering from illness.

I. Fvaluation and treatment of emotional disorders and mental

illness.

J. Skill in helping persons with conscicus and unconscious con-
flicts in relation to the total emotional and social environment in whicn
they must function, through professional help which includes but is not lim-
ited to individual, marital, family and group psychotherapy and counseling.

K. Program develovment services toward urcradina of ratient care

rehabilitation includirg trairing of staff in human growth and develogment, A

and the designing of programs to emphasize the emotional ana social components
of illness and Aisease" ("Gensral standards for heal > car< providers in clin-

ical sccial work in hospital settings" Januarv 1975).




APPENDIX €

Social Work Training Proocsals

(1)

Identify ROTC graduates who are geing for civilien MEW training and

if possible get them into military field placerents as part of their

civilian training. 1May also be able to utilire theowm in sunmers also.
ol

Thus, will have new MSW coming into the Army with 2 years identifica-
tion and knowlecdge of wmilitary systems and programs.

Develop a 1 year '"Combat Social Work Intermnship'. Directed tcward

compzany grade social work between 3 and 7 years service. The curri-
culur would be partial didactic in crisis intervention, comwmand con-
sultation TSD, etc. The practicum would be a mininunm of 6 menths in

a combat division under a wentor of proven caphullity, program approxdi-
vately 1 year in length. icossibility of assigorment for practicun to

reforger.
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(Cont)

that enter with a higher rank automatically become (a) supervisors of
MSW's who may have many more years of experience, (b) Chiefs of
Services with no or little background and the possibility exists for
many mistakes due to lack of experience.

8. It is apparent that all of the above programs and proposals that deal
with training issues and skill progression are most important to the
AMEDD mission. These programs cammot be effectively developed and im-
plemented under the current situation of a 1/5 time consultant. It is,
therefore, recommended that emphasis should be placed on reinstating
the Social wWork Consultant at OTSG as a full fime requirement.

(4)
9. Unique SW contributions te the training of psychiatrists and psychologists.

(a) The whole dimension of c¢hild and family problems, treatment and
systems.

(b) A systems approach to military commiunities funits nd posts) -
Assessment, Development and Implemeniatieon of Programs to meet
the needs of any given organization.

(c) Knowledge of and liai-on with commurity rescurces.

(d) Provision of specific services, eg. adoption, chiid abuse, foster
care, handicapped, ctc.

(e) Knowledge of and programs for military offenders.

MOST IMPORTANT
(f) Unit consultation and promotion of mental health within combat
units.
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no longer adequately defines the scope of the prcgram. In the civilian
arena, an adaptation of the principles of military neuropsychiatry

formed a base of the 1963 Cammnity Mental Health Act, which, with
implementation and subsequent modification has had what has been termed

a "revolutionary" impact on the organization and delivery of mental

health programs in the United States. This in turn has led to develop-
ment of more and different manpower resources to support programs with
redefinition of traditional professional interests, expertise, and
alignments. Within the Army, both an impact fram these developments

has occurred, and also several new programs have been developed to

provide primary preventive services, e.q., the Ammy Comunity Service
program in 1966, the Drug and Alcohol Prevention and Cantrol program in
1971; the Child Advocacy and the Organization Effectiveness programs in
1976. A major reorganization of the Army as a system was accamplished in
1973, and at the same time the shift from a conscripted to an all-volunteer
force. Within the professional disciplines providing Army "neuropsychiatric”
services, the role of the psychiatric mental health nurse specialist has
been evolving, social work has been established as a separate service,

the psychologist has been added to the TOE of divisional units, occupational
therapists have developed new skills and interests, the role of the behavioral
science technician has been refined, the Family Practice has been developed
as a new medical specialty.

To incorporate changes then current, an attempt was made to staff a revised
regulation in 1969. This was unsuccessful, primarily due. to disagreement
over operational issues amongst the participating professional disciplines.
Since that time the program has been operated more on the spirit of the
regulation than on written guidelines.

IV. Cbjectives:

1. To present a draft of a reviseld AR 40-216 requla:ion for group woark to
finalize and ready for staffing at DA level.

a. To define roles of mental health professionals from each participat-
ing discipline at all operational levels in cambat, CONUS and overseas
garrisons.

b. To define roles of mental health paraprofessionals at all cperational
levels.

c. To consider credentialling and continuing education requirements
for mental health workers.

d. 7o cansider boundary issues among the specialties - psychotherapy,
assessment, forensic evaluations, etc.

V. Conclusions (Seec Appendix A for revised AR 40-216):

1. That a line-by-line revision of the draft requlation as presented
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' SECTION I
GENERAL

1. FURFOSE: To describe bhasic Derartment of the Army  Conceasto,
roliciess and rractices recarding the AMIDD Frosram Lo wa:untain
mental heslth and rswchosocial effectiveness.

2. 0OBEJECTIVES: To ai1d command Lo conserve the manrower of Lie
Army and Lo maintain 1t at the hichest rossible reak of efficierncy
throuweh the arerlication of sound essychistric and behavsiora.
science rrincirles and services,

3. AFFPLICADT.ITYS This rveculation aerlies Lo 811 rersonnel
entitled to cere un Armye medical treatment facilities AT 1
does not erely to mecbers of the Armse Natiomal Guard or US Arme
Reserve who are not on cotive dutu.

4, CONCERTEY Throweh exrerience ¢ained in the two World Wares the
{orean and Vietnam conflictes snd  during  reacelime rerious  of
trainineg  and mobilizations a arour of effective srincirles have
evolved and will be ulilized in the rreventions tresztmentsy and
manascemrent of reuchiastric and rsuchosacial dicovders.

. Frimard emrhacis will be rlaced on prevenblive STOGT2M% .

(1) Mador attention will be direclted toward conditions
threastening Lo the mental health andg rswchosocial effectivernecss of
individuslis in the militsry commurity with corrective srofessionsd
action or advice rrovided as rossible.

(23 Fromst avaluations rarid  digenosiss arur ear Lu
treatment with simele melhods 1o the  duty  envivonment Ay

‘ imeortant wro minomising morhadity and ansuring earily resomebion of
effective rerformance.

e, In  both combat and trainmineg situstionsy trestment of streocs
reactirons and reyceniatric caswualilties wiil be inctituted esviuse b
proyimete Lo the sercson's aduly unit 8s rracticabie. in 8 millibars
rether tharn a hosrital stmossheres with am atlitude of  ewvreclanow

tustion sl treatur st showla e anataisten

-

of  rvebtorrn ho cobu, Flostue
3t tie Batrslion ailc “Lelion or  other Tforwarad wmedical T G
havineg anilial contacl w.oth the casualtu,. Laviag veborm Lo vbog s
the desired obdective ant Js  dntrinsicalls  therareolic Iy Live
ma.dor b, The medicai ofTicer mush socest foil ressansibhes . Le Far
proviaing effective treotment ss brdefly ameg  wine e an P L S
amg  for Limely  diaonsrvae Lo ot Froduhianric casugtl oo s o lhey
thar thoee treastea sucre-sfullae al  the  dootia!l AR R AP .
will bhe chanmeled  tLe e diviaton menlal Heal ) Lean .y OF v wmie
arrrosriates Lo Lhe sswoniatric btreatmernd Foao b it Gt et
surecrt of the combat unct am @ combimuaus e 07or Lo guio i« i
manrower,  Fawohtatrio veferrals from combal ecurvears gt w1
mace to bLhe nesrect M.

C Im bhotr combatl aod con-oombat sitoastooney T AT S B R P R I TR
treatmenty and dioewosittrorn oF mon-psuchiob o pooe! L N S R R G|
Wwills e@xceslt G wrossias cavoumebances e R T TR A o Y T ST T E
outraticent vhtatus, Feteanl o af thies aroos one mest o e o e 1
fFacilitates btreatment avo redoaces non el Cert ) conos,

o Necisgsary  evac ot von of Fowehrabts o Seicran b yoe w
centralizen anag monttoeral Lhrouat @& swect {1 1 erar cns g e o
treatment farilites oo T A (= S vobos Lo b gl e
level,

@, I bothy combal, aied pom-comnagt sitoaal jonsy Adrrec tocihaioed
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communication and liaison amone merntal health staff Lo inclode the
recional cornsuwltants 1 rsuchiatrys psucholoey and social work s
the division rsychiatristy social worker and rswcholosicels the
team OM medical detachment (rsychiatric) and the hosrital--pased
Feychiatrist will be maintasined.

. The overall effectiverness of the srosram is derendent on the
Frorer distributions asssiermenty and uwtilization of auaslified
rersonnel ., It is essential that memtal health staff he carefuliyu
selecteds trairmedy assiernedy and uvtilized in  accord with their
carabilities in order to assure mission effectiveress.

G The deliverw of technical services by mental health
rersonnel will be consistent with rrofessional arid
rararrofessional comretencies as determined by their educatiorn.
training and exrerience and validated by arrrorriste credentialine
rrocedures desienated hw the Commander,

9. EXFPLANATION OF TERMS?

a8+ Armw Merntal Health Froaeram! The overall oreganization of AMEDD
rersonnels  Froarams and services aimed at the sromotion of wmentsl
healthy rsuwcholocical effectivenss angd ortimal social  fourctioming
and the rreventions minimizations arnd effective hardlins of mental
and emotional disordere of sctive duty rersonnel.

b Merntal Heallh Team! A coordinated arour of meintal health
rrofessionasls with comrlementary and surrlementarw skilis, it maw
include the rsychistristy rmeurolocisty social workery clinical
reycholocisty rewchiatric murses and occuravional therarist. The
rrofessional  team wmasy be surrlemented wilh the 916 behavioral
scignce srecialisty the 91F esuchiastric ward specialisty and  Lhe
?1l. occurational therary srpecialist.

c. Mental Heallth Activits! An oreanized Local srocram of  Arms
commanity mental health services including sreventive and
educationsl measuresy consultation and outratient evalustions
treastment and disrositiorny tocether with its oreratine staff.

6. RESPFONSIRILITESS

3 The Surceon Gemneral has seneral staff resronsibility for the
Army Mental Health FProeram and will susrort il with resources  and
techinicel assistance in conJdunction with other activities relatine
to the rprovision of health care to service members and  Lhewr
families.

b Interface and coordinstion will he ablished 844
arerrorriaste with?
i) Those Fersonnel effectiveresss oraanizational

effectivenessy and human develorment rroerams undor surervision of
Deriuity Chief of Sitaff for Fersormel. Farticular attenliorn will bhe
Fraid to the Armw Alcobhol and Drus Abuse “revention and Contyol
Froagram and the Arms Child Advocacu Frosram.

(2) Those welfare #roGrams and Services UnGer Suservis:ion
of The Adiutant General.

(3 Those rrosraems relatine Lo the morale of cervice
memtreérs and their families uwnder surervision of Lhe Chaoef  of
Charlains,

Co Staff mentel health rrofessionals at a3ll levels wills

(1) Frovide the hiechest standard of srofessional service
ir the rreventions diaenosisy and treatment of mentaly emotiornely
and mersornality disorders and in the evaluation amd disvrosition of
such involved military rersonnel .

() Ardvise the Commander i mental health mattery
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SECTION IX
{ Mental Hestin Froerams in Orerational Units

8. MENTA. HEALTH TEAM, COMEAT DIVISTON! The Combat Divisiorn TO&E
| includesy  within the medical battaliony 8 division sswohiatriet
; social worbk officery ciilnical eswcholocist and &6 to 8 916
behavioral solence sreclallasta, These rersonmel will be oraanized
to comrrise the merntal health team. The mentel health team will?:
3. Discharge the staff mental health rrofessional resronsibilities
enuvmerated in raracrartt & (¢) above.

b. In combtrat Frovide the recertions evaluationsy trizcery
manacemert s and rehabi1litation of resychiatriec casusliies at

arrrorrigte levels within the division and in accordsnce with the
concerts Ln #aracrash 4 shove.

C. In earvison or  reserve  overseas orerate a Mental Healtih
Activity to 1nmclude oneoing treirning of  the Mermtal Health Team
FerSonrely BT OVISLOnN for outratient evaluations “amination and

treatmenty recommendations reeavrding referred rersornmnels and
corswitation with command,. Tie  teamnm shoold tabe ang and all
measures Lo Fromote the rreventive ment sl health rsrocsram  of tne ;
division. Omeoineg tratning divectod (rward sresaration for combet
will receilve srecial sttention. J
. Whnerr  the division 15 GarTiIceones oo 8 Post or sbation with 3

Mental Heallth Activity established nw  the local MEDDADY the
Diviezon Mental Healll feam ms=x co-locale ite Mental Health
Activity with thal of the MEIDAC and dnicsrate srofessionasl
furctions so  that the Division Team aucmernts the MEDDAC Teamn., In
this situation the Division Tesm will coctinuee to concentrate i1ts
rrofessionasl time arvd  atltention srimerily on division rersonnel
and rroblemss and will on o rarticuwliar continue Lo sevrve  Tor  the
diviaion those onsibilities menliaovred in serasrarn B8la)
and enuvmarated in Faracrarh (o) above, The Divicior Tesm will 3
maintain its orvasnizationel dintesrity andg must he srersred to move
in wnole or in Fart with the division or 1ts elemsnts on braimana
or other misstions.,

e, The actives oncoine sromulealion and oseration of the division
mental health srocvam o nah only & contituing g8l necessity un
terme of staff ressonsibility and casualts  handlings ot 14 L0
itaelf ecsential brecayod e andd Familiarvrizalion for the mental

health team 1r prevaratrion for combat, The division mental health !
Frracram arno the  dreaisoon trainine PG am anc mi1as1on et
senedules  should  Ccomslomeart and  suerorl eacht olher WIET g T
rostible.
9. DIVTGTION POYCHTATRTD TS
3 The Division Fewhiiatrist 16 asvianen Lo the division medical
battalion ared i adeditbior o on the abal i of Lhe Diviston Soraecn.
He has v»ramary steff vesronsihalits Tar medic sl sorervre o, ol Lhwe
civision menbal healtto v nneamy csvCio o o0 care af bhe e s O
arond rovwehiatric consaltatlion. He o ao0 toterme it o Lo D e !
relstrornshine bhetweern Lhie  divisran meibo boalth leam  ered Ui
reGionalys medical corvvendy or DA revehiotrie conenttoe i, Whed her
the division 16 tic Gav i icdny In freld bty or TG e ta (40] L .
comhaty the #rohlens crcaur ey e PGty o I e i s
rrofessional coencev-le oot wbgflf Frore Evars oted o0 Sect y ot [

' ahove, ‘
be The Daivisiorn Fasuwohioe!ls val walls E

” |
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1 Carry out all arrlicable staff resronsibiilit e
) enumerated in rarvacrarh & ().
'. 2) Serve as  rFrofessional staft consultant  tor 1

division medical services on #sychiatric matters.

(3) Farticirate directly in ratient care and asscume
resonsihility for the meadical swurervision of those caring o
rsuchiatric ratients.

10, DIVISION S0CIAL WORK OFFICERS

a. The Division Social Work Officer is assierned to the division
3 medical battalion and in addition is on the staff of the Diviwion
Surceon as the social work consultant to the division.

be The Division Sociel Work Officer will!

1) Carry out the arrlicable staff resrosibiilities
enumerated in raracrarh 6 ().

(2) With the Division Fsycholaosist surervise the techricid
trainine and work of the enlisted srecialists im the mentasl health
teamn,

(3) Ferform liaison and staff advisory duties as necessarv
for the rromulestion and imrlementation of the division menlal
health rrocram.

(4) Provide social sustems assessment of the merntal healld
of the division.

(3 Provide counsellineg and rensbilitation services in
accordance with erofessional Ltrainimne and exrertise.

(6) Maintain technical communicstions with consulients st
all levels.

11, DIVISIOCN FSYCHOLCGIGT S
as. The Division FPswcholosist is assiened Lo the divi

LON e Ca

i battalion and in addition is on the staff of the Division Sureeon :
as the revycholoaw consultanlt to the division.
bre The Division Fswoeholocist will? 3
(1Y Carry owt 311 arelicable slaff vesronsab ol e

enumerated in rFraracararh & ().
(2) Activelwe rarticirate in commsnd  consultation wilhin
the divistian,. i
(3) Particirate directly in ratient care and the tedioao.
strervision  ang training of those enlisted srecialishe ercasec .
rraoviding reucholocical assessment services in Lthe mental Prgrse L

team, !
' (4) Corduct benhavioral science research in suwerovdt o e
divisiorn mental heclth rroeram. i

(3) Frovide rsucholecical assessment as wndicated.
(6) Maintain technical communications with cornewd Lenlea gt
all levels,
Cos Turical command consultation duties maw include ot cre pot
limited to!
(1) Consultation onm the rsrevertion and manacemen' o
combat slress.
(2 Training of rersornmel in vwethods  of desirre wili
comhst stress.
(33 Farticiration in wnit and 1ndividus] sresavalion o v
comhat orerations. ' '
(%) Assistarce in officer ard NCO leadershis trairona,
(35) Assistance in 861 reclassification  and 1/ Beraoinn
manasament recommendations. ' 3
(6) Frovision of liaisornn and consultaticne Lo diviseion
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(1) Carry out a3ll 8rrlicable ostaff ressronicri Lot e
enumerated irn raracrarh &6 (o).

(2) Serve a6 rrofessional staft  concultleant it t
division medical services on rsychiatric malters.

(3) Farticirate directly in ratient care oad e we
resonsihility for the medical surervision of those (i e Yoo

Freychialric ratients,

10, DIVISION SOCTAL WOFE OFFICERS

a8, The Division Social Work Officer is assicned to Lheée Givia.id
medical battalion arnd in addition 18 on the staeff of Lthe Diviaoi.
Sureeon a8s the social work consultant to the division.

b. The Division Socie) Work Officer will!

1) Carrw ount the arrlicable olaff resrosibtiilitse
enumerated in raraerarh & ().

(2) With the Division Fsscholosist surervise tLhe techrnic. !
trainine and work of the enlisted srecialists i the merntal health
team.

(3) Ferform liaison and staff advisoruy duties 8s ecessary
for the sromulaeation ard imrlementatiorn of the division menleal
health rFroGaram.

(4) FProvide social systems assessment of Lthe mental heolli
of the division.

(S Provide counselline amd renshilitation services 4.
accovdarnce with srofessiomnsl trainineg and exvrertise.

(46) Maintain technical communicalions with comsultarn b
all levels.

11, DIVISICN PSYCHOLOGGTIST

as The Division Psuycholosist is assierned Lo the a.visiorn  beog el
bhattalion and 1n addition 1s on the staff of the Diviscion Suraeon
as the raycholocy consultesnt Lo the divaisian.,

be The Division Feswcholoecast will?

(1) Carry out  all arrlicable slafl FesEObs b i te
enumerated in Favaararh & (Q).

(2) Activelw rarticirate in  commsidg  corsuttation withiin
the division.,

(3) Farticivrate directly in satient, care ot tho teoono
surervision  and trairane of those enlistec srecialiste eroasec oo
Froviding rewcholocical assessment services o Lhe  mestal frea b L
team,

(4) Conduct bensvioral sgience research in suesovi o e
division mental health »rocram.

3 Provide reucholocical assecsoment as anddicated,

(4 Maintain Lechrnical communicationse with comew] lenta ol
38ll levels,
Ce Turical command consultation duties maw anclude huot are ot
limited to!

(1) Cormsultation on the erevention ard maneocement o
combal stresgg,

o) Training of  rersonnel it o melthoas of deasi g wilis
comhat stress,

(3) Farticiretion i1 wrnit and wndividoal sresavabion oy
comhat orerations

(4 Assicslamce in officer anmd NCO lesdershis Lrairnine,

(5 Assistance in 88T reclassification and A ERTCOM
manaament recommendations,

(6) Frovision of liaisorn and consultaticone to  divigion

i)
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,
oea3nitssbione]l effectiveness FIrograms.

12. TrAar 0¥y, MDICAL DIFTACHMENTy FSYCHIATRIC!
EXS The Team M 1 o derlogable T 0 & E urat staffed and oroeentsed

to fonction g a8 comelele nenrorsychiastric treatment center T o
theator of oreratione. It is desiened Lo be attsched to o

evac: a2hior hosrital or other medical unit Tor locistical susrort.

b, The team OM will orerate in consaonance with the corncerts &
resrcanibilities descrihed in Section I of this reculatian.

Co The dLeam OM maw orerate 8s 3 sincle larece neurorsuchiatrig
trealmenl  center or mass be arrortioned into 8 25 bieey
neurars=chiatric ward service with as mang 8¢ three serarat.o
merntsl health comnswltation teams oreratine at satellite locatiore.
Stafiinu i similar to that described . rearacrarh 8 thoush
auanbiltelively auvemented and with the addition of rsuchiatric
mursineg end  occurational therary rersonnel Lo meel the esranded
secon echelon trestment missior.

. The Team OM will orerate 1n  direct surrort of Lthe combat
situabiony and will receives treaty arnd make disrosition on sl
neurorsschietric casvelties rnot handled successtully in divisions
or other forward units,

© The Team OM will orerate a rreventive asnd therareutic mentas)
health rroaram in bLhe base areas in which 1t 18 located. It will
rrovicds  forensic services to the theaster confinement facilitw af
sich ts established.

fo The teem OM will uwsuslly serve as the second echelon evalualion
cernter 1n the srecified hierarchy for ouwt-of-thester evacualions.
Everw effort will e made at a1l levels to wminimive
netrorswchiatric movrbidity andg rsuchosocial dusturnctiorn and Lo
retuen malitary  members Lo duty in order to mexoamize the uvse of
manFower ol avold criesrline dindividual failures.

G Nevrorsuchiatric medical  evacuations from theater should be
lim:ted w0 far a¢ roscible Lo rersons with rFrersistent rswchosis or
other clearly diesabling nenrorsychiatric illrness, Wher e
rercistent disability 19 arrarenty rromet evacuation is wndicalec
rather than rrolonced retention and treatment,

13, HOSFITAL FOSYCHIATRY (ACTLITIES, THEATER OF OFERATIONS
Feuwcnilatric services or sections  in hosrital facilities an @
thester of orerations will srovidesr withirn  the limits of  thesr
caragbhilitiess mentel  health services to their ratients and staff
ant to adoscernt hase areas in consonance with the concests  ann
recronsiti irties  desceribed  in Section T and warscrash 17 of Lhas
reco el b,

14. MAIN- MIDTCAL COMMAND (MEDCOM)Y CONSULTANTy FPSYCHIATRY!

s The MoBOOM covsultant in reuchiatry 15 assiened to the staff of
the MEDCOM Commandder 1 3 theatre of orerations.

by The MEDOIM wpoguyehtraty ist wills

I Act as wtaff comcultant in powchiatryy neuraolocyy andd
meiital health to Lhe MEDCOM Commanrder dischsreing the
recronsihilities enumerasted in rarasrarh 6 (o).

(7Y Based o DA »olicuy formulate for the Commancder all
rollcless directivesy and  erocedures  for the mentail health
FrOGram,

(3 With:n rolicies erescribed by the MEDCOM Commander
Frovide medical sorervision for all reaychiatryy neuroloays arii
mental health facalitiee and sctivities in thie MEDCOM area.

\
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4) Frovide srec1fic consoltat o ane Fay ot |
certuin  comrlicaben  wnd crReC18)l FSYChIall s e b i o
e lnicition bhose prorosed for evacnastion.
15, RFOITNAL CONSULUY TANT Yy FOYCHTIATRY R
das The 1eqt1onal cunsoltant 1n FsuyCh1att e 16 crmroiiol o 1o
of Lhe realonal hocrilal commoericier , s Wit ey
liagison andd cooreration with other srofec (One ! ol oot
levels withinn the 1ecion  and with MEDUDOM or LA G,
rrobleme of motual rrofessional 1nterest.
Se Functions: The recronal consultant irn Fomchit =ty wio .

(1) Act as «taff cornsultant T OX- STl S IPYR I UR et
health to the recionsl commander, discharsirme bive 1900
emurerated 1m o saraerarh 6 ().

() Baced orc DA arnd MIDOOM  solicos o1 mol el

rescional commander all reclonasl FOl1¢ . eay irect o

Frocedures Tor the recional mental health wrocram,

() Frovide medical surervisiony watitsblaiie 11a1 s,
insrectione ano trainingy and take such avtions for L
comnander as are nececssary Lo insure that rolicies et
the Arme Mental Health Froeram are followe!.

(4) Insure that bhieh standards of PO TeS, e
maintairned by the mental health teams at o111 medic o)
facilitiesy andg am all situations where  men g b 118
reuchialric and reurolocic services are of Tereid,.

(%) Recommenc Lo the recronal commancos wili, Ch.

other arFrorriate rrofessional concu !l bant e P o
utilizationy and reaseranment of a1l Arme  menla’l TP A
Fersonnel .

(&) Make recommerndatlons Lo tbhe Tt 3]
recardineg the Tocation and destoen of medrced o0 000 L
Frovide ostimom  amelementation of  the mentos Pieeeod BN
ortimum sswchialtele ardd meurologic carey s ol im o s
health and neuroloss rrofessional sersonne’ .,

(7 Irnitiates OPGARNLTEy coavdinaley 1

indicaeted research for the regional COmmaneT NI
militars mertal heallth and neuroloawu.

(&) Review hoardsy couwrto-—mas g ey YT
Froceedines involving  reaychiatric antd meriv o oe o el sror
referred to the reciona]l commander .,

(9) Survew  and monitor ttems  of e mend
recessary Lo the oreratiorn of menlal health  rrvond om
Frovision of a8 hiah stordard of vewehiatric o aoed e
and mare arprorriate vecommerndetions Lo Live b e oneal
16 MAJOT MEDICAL COMMAND (MEDOOM)Y CONSUL ToaaT s Suloa W
3 The MEDCOM consullbtacnt on sgcral work ps g aaben
af the MIDCOM Conmander in a theater of Greo 3t oo
b The MEDCOM consultant in soctal worlk will:

(D) Act « sLaff consultant oo aor et wor s Lo
Caommandery discharaine the rtesrobhsibhilabies i T e L
H(e) s

() Within thie  woliclies srescyibedg tive (I
Commandery Frovide  social work conendtat,on Tovo ol ome,
facilitiesn 1 the MEDDOM area.

17 REGIONAL CONSTULTANT, SOCTAL WORHL
8. The reaional consallant in social Wiy k (IR O S I BTU
staff  of bthe rec.onasl hosrital commaraior. Mo wao bl mennd!

AT
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lias.on aivd coordinagt 1o wilh other Frofecsiong! Cconsity tenite  adl
all levels  withuin the recgi1on and MEDIOM o 1 esues of modagl
rrofessianal 1nterest .,

b. Fone Lronsd The reclonast consaltant in socrel work will)?

(1 Arl «w staff consoeltant 1M %0CLs] work  gng o meinbal
heallh Lo Lhe 1 eniteraal hosr1tal  commenners AdreoharalinG L
revrOnsttiiilties enomery glod in Favae 60,

(7)) Lased oo D orolicy  and e close consultaslion with
othe Frofec, ioma ! Conmsl Lantes formolsle far the TeGLonsl
Commander FOoll1o ey gdirectivessy and  rrocedores an the fielo of
SO0CHal woeri,

(3 Froviie Lectniical surervision  for the deliverse and
ntilicst ooy of COC ial suystems LGB HNen L &l FGUOTIOS00 T 35
afiratbment services.,

(4) Recommena Lo Lhe recional commander with the advice of
other Ay T 0T 13 Le rrofeseronagl consultanlsy the assiarmenty
furiner traininge professional credential linas vlailizat.ony ara
reaccstaonent of 3ll souciel worl officers wilthiine the reacion.

¢y T coliaooration with  otoer PG LOMNG ] corsualtantsy
it iale PGty (oordinate and csurervise research on o Eronlems
1ol viioe Lhe ties srrrorciste g ]llcaslion of 500181 work
B oL e e

T&) Surves anid monibory 1tems of eculsment and surelu Tor
the delivers of social worlk services,

18, MALGK MIDTCA COMMAND (MITLCOMY CONSIL TANT QLOGY ¢
e he  MEDCOM considltant an rosvscholonwy 14 grsointerd to Lhe slaeff
of L MUDUEIM Comwaarcer o o bheater of orerelyorns.

hal The MEDCOM consaltant v waswenoloss wall s

U 8l agw ola™ 0 vonmsoltant 1y wwo ol oe o Lie MEDUOM
Commaiite ARG the  vesearnsiing i b ien enmianeraled in sere
Ly,

(7 Witlhon collcies  #rescribwedd e Live MPLCOM Commarndern s
FTOY 100  auweiiol Goaedl o b at o (Y L meittal theaith
Fat by taos and Aaclivit vee o Lhie MLl OM =0 oo
19 i 07 IAL GOND L TANT Yy FS o0y

"
i

e e T caonie s consan] Lanh e o msscholoes s arrudebad to the staly
of Lhe requnal sl commanoder . e W4 mairrtam e
Ligicoie et coordinalony wibh othee oo fvaa onal consurtantse al
all levels wibthin Lhe  rveaioine anag  MEDOOM O tsaies ot wmutual
T O e s ea tribereagl,
Fow bt s s The Tonetonhe s Cconsoasbant 1o roucthinloas Wil ls

i) At auw o staflt coansolbLand, i Enyeneloay and mental
Peai L Lo the fEG Lo hose g tal Coinsaiter dlrschara na the

Teskonst . [ thles ernmeraster 10 2t & (0.
S Dasert oo B0 o volvew Gl o clor e Canma b baltain wa b

otlier crafesoronal ot ol el fovine: 30 i 1he  reasane)
COMmpeindoy bl e reay T Ui vesy el TG iy o iy Lhe “qvetd of
clvoic ! PP T 1()!}‘-(.
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involvirg thie $rFrrorr Late arrlication of
Frincirles,

(&) Surves ana montbtor 1tems of ewasrment
the delivery of ssuycholocical services.
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T A ) JANUALRT Trou oo a
SECTION 11T
MenLlal Heaslth Froeram i Garrisony Suror by andd Jraimine Unat

20, GENERAL Y Staff mental heslth sersonne] 11 G&T 1 1SS0y NI VNI
and  tranane unaebs will funtion 1 accord with the concests
resronstiatlities 1t Section T of Lhis reeidlastion.
21, FOST MENTAL HEALTH ACTIVITY!
8. Generaltd & Community Mental Health Activiiw (MHAT will {re-
estanliched @89 & seragrate fuuction a3t eachn pGwh GuiemOr Led L5 o
MEDDASC . The srimary functions of thice 1rnstallaticn ment ! f1e-a Lo
activity are 1o estosbilish rreventive reruarams Lo =romole ment .ol
healtih 1 the milatary communityy and Lo rrovide evaluatione Car ey
and trealment services Lo asctive duty rersonimeld .
e MHhenever wossibley the Communits Mentesl Heaslth Getivite will Le
estalllsied arart from the hossital facilities, The cotviiltaboeis
evaluastiony crisis inberveritions andg referral services fuit g on
mosl,  effectivelwy in rroximity to the military commiaiits Deinn
gerved colhier than Lhe hoseital,
Ce The OCMHA wiltl  function in sccord  withh  the concerts o
resironsinilitbies enumerated i Section 1 of this reculstion,
I The Oy OCMHA Wil coordinate activily efforts with tie
aFFrorT lale services arnn derartments of the Medical Treatment
Faciriity to include bl mpot limited  to Lhe derasriments  of
roedchinatry and neuroloasy nursiner and Lhe occurationsl ther eémwy
redchiolaayy arvd sacial work services.
@ The Uy CMHA will?

) Carry out the rrofessional and e¢tasff resronsibiiiilles
it Farda O (C)

(2% Take wrart in command conmsultation and mertal Meeitin
educelion Frocrams in bthe militare commurmity,

{3) Frovide corisis dinterventiorn services For il sci. e
duty rerconmel on rosty and for derendente/fem, lice a5 TeHQT ey
are availlable.

45 Fvasluate referrals  frow a1l SOUIT R (U TeR RETE R
s@lf-raferrals.

{(5H) Surervise the mental heaslth services Lo the wtockede,

(6H) Frncourase  reseagcch  in erevenbive mental healln e
hehavioral science.

(7)) fecommerdd  resssiernment or chance of Srecislte Skils
Tdertifieersg (G5H1) in arrrorriate cases.,

(2D Recommend  seravation from service of indivicuels wino
cainnot  Tunction
factors,

(9) Evaluate statistical dats refleclhins Lures  dnd rales
of iwon-eflfectivenea
estimalte the of fecd
covrection,

il

\

=aurtely hecause  of

meary e or emola oo

G associated wilth rsychosocial disarderes wind
s 0f  CMHA  methods o thewr manacement &g

10 Maintsiin Liailsony coovraginationy arnd consoltatyon we i
otier #osl oo -AMEDD homan services activities,
fo Time rent wiln obrey bharn activie duts vrercormel wil i be oo a
facilite  and  wersainel availatnility basiay and wili ol bhe wn
@Cessive 39 Lo 1mralr Lhe #riamary missior.

Neverthoelessy 1t is recognized  Lhat  the functionnea  of 1he
malitary serson mawy be derendent on and interwoven with  Lhat  of
tLhe famaelay andy Linevreforey every efTori will be made Lo Brovide
as bveart o rance of ST Ve to the total AT My GO T

ety
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the Lrainirng edrerience and Tunctiondoms of holh o Us o a@mel nmer owe
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VAN MINTAL HEAL TH ACTIVITY» LSDES
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Ffonction to advise ana acsisl the onenarcian cogaradimeg 2eobdens ol
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STOTION TV
Haoregtal Faogc  tatiw arat Neorciroey ool cbaea 1o MUED0C 0 G
MEOOOING

20, ORGANTZAT DTN
d, A Derartment 0 fewcntatry or Foeschiralre and Netrol oy wil Qe
eal i tohed i e b hoseLtal where Lhose  »roTeas 1o, ol e
rerresented.
b, A Derartment  of  Pegchiatry  onfgd Newroloos will bhe oiv:dec.
wherever rractical« 1l @ general »suychiall ™ SorvIices & eural oo
SEerVICE Y 38  olirioe! = HuChOLlO6y HEPVICEY & 1181800 consul Latyon
gervices snd o Chia g Giidance Service. Uraaniration of GEYY L
and  withirn each service and section will deroad on wtaffines Lhe
local missiony amag the natire aivd volume of woirk .
4, CONCETTSE
o The concerts i raraararh 4 are hasic Lo gl Feseh sty arod
me I heaslth sctivitres within bthe Armg,
e The concert and swirit of the mental hesttn  team oefiloed N
raraararh T o will he adheved to by wolicw within the Desartment of
Fogemiatrs aiml Neurol ol il cooraainabion wilin the Fesgehaielric
NG e LG Sectiony Soc:al Wark arnd Uocurastional Theraesws Services i
order to effectivelw carevs  owt  all wie Lacatle aletf ared
srofoescsional resronsinilitlies,
e Thdavinguale will pot usoalliy he nowswalsilized  Tor nmewurobic
suin-bomastolocyy Fersars T Lty iy G obthier minor regychlatraic
conartiaornsy bot widil he evalosted ama brested 150 onbestienl gletiey
at  the  hic ital i climic or nesro !
hesithh activituy. maEsy he Wacte  wher ther e L
rencranent for ohwervaticrny mancaement ol Potenhias’
guieidery o obher ssfety considerat:ons,
. Indivacuals  walld ot e confined o relainen i Locie
Tacilities undess thers s & sreclal trndication sueh @ G g d
Y homioidal vatentialy or other indication of oanaer Lo i
ot wrs Lhsob regures such action e be Gt CONMSITEAET @l 0ns .
Whies wiich anctications are srrasent thew mose e dooumented srion Lo
conf raenenl or o velentyon ol locked weride,
e, Trim o b bl Wil srovitde wrablen  solioiee Gl B raceior g
shc o ve of bobh oot restrd o Lo

(1) Uoe ol Voo wed ilitew,

oo af sec i osion POOmS .

Comaan by mereh ol

)

Y Ml of rewlieainlts,

(4) UnedLinor oo ghsences,
)oAesan, ba ey oeatients,
)

Surenage ablemsths oy sesloreas,

7y Fetrenl sasges o obher sulihoeioed ahamenses .,

() Dischnerves  aseaiost medical VI wirtiy  rarbe o
emeta s O Aebermin G bt e at s st e Tor [T SR RO I
spbal s atromn al arprarr pale Taei bilbrea,

93 Authorcseda clolbomg.

YUY Frovictons for svidvacw for o satient .

11) Acress Lo onteslde commian cabianas,

12) Infoewerd  consent  for et al ErOocerdiresay o
contarmemen’t,  arat retentian ore a8 locked wavdsy aod for adini e ton b
inratient Tacil  ties,

o Fliaihie  rpersopns  abler Lhan  achive  dolu pevrsoninel] mavy be
activi Lltec to trestment oo an arnratient or ovbealtient derendinag o
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the  avaerlabnilaity ol facilities ond siaff, Nom-active ot
’ 'a Fersonnw l will wiarn o solatment of informed conwent for B S Ui
: ' to o ohiabrd Preeabl et fgcilities Friur to belne admitied. 17
E there oo o auestion of mentel compelencss Lhe statenenl will e
. wilnessedd by oot of Fooo or other leaalluy constibulerd <itnorta,
Ge Fiiaonersas male s ~ogcholicy witl not be hovsed on Feswsohiiabt <

ward: withh Fsachiablrie walieints, Im no 1mstance asre auards on 4
Fouwchiialry wardg Lo he crmed.
22, VUNCTTONGS

de HLalf?

(13 The Chiefy Derartment of Fsuchistry ano Neurclocs wid !l
Leoisrd Lhe hoosital meintal heaslth team in vulfilli;me  those  sta{f

resronsshrlities o0 Fearaarasn & () which sre as~rlicable. Srec e
aglbention will e oiven Lo maintaining liaison with bholth medics.
Al Tinwe staffo wittnin Lhe catochiment area of tne hosrital as well
a4 bthe hoseital 1lsell.

(2) The Chief will insure that criteris are develorer fo-
the orantione of indiviawal clinlcal  rrivileces imn Feswchisiry
Neur oloa sy ang  olliec mental healith rrofessions in hermony witih
AR4D 400,
ve T ofessional

(1) The Derartment of Feswehiatre andg Neuvolosw will s
consarant  with  the oredentials and cliniecal rrivilesss of Lie
availaebhle rrofevssional amdg allied rersormnel:

Cid Furmasth Lie hichest rossible starnderd of Lrealuwent oo
311 #atients asnsianerd or referred,

() Tisure that an educalion anel LrainirnG FrOGTam 002w
For «ll members of the mertal healtlh staff.

(o3 Condont  arad documerd,  snd  educalion  and Lresiociod
Froa am for the assicned medical staff.

(et rerform vesearch  and rerort on sienificant climico
Fircdinegs.

(&) Frovaide liasison/consultation services to the bossy Lo
medical staff,

() Maintain clincal records in accord with the asrlicabhis
Aksy Good clinical rracltice and lecsly ethicals arad  sccreditatioi
standerde.

2y The Pewchialry Services will?

{(a) (lrerste  one or more inratient treatment sectionss o
oistratient olinmice a8 liaison consultation SsecliGn
ey cateds Will  srovide adeauate srrace for acbiviliesy =ronromes
and modalities offered? will eneace in  discharce  F1aniiine Wirion
wi 1l invoive the rabienty #atient's Tamiiv ond/or Lhe walient -
vt commander anag whaoh will insure  contiria bw of  cares Wt
Frovicde referval arvanvements with other med el arat  Huc e !
servicas within the hossital snd the commurnaitw: willy s Tar e
FOSSt ey insure bhat traamed  nursinGg andd. @t lied mental hiee LN
Fersonnel agre assianed Lo the cere and treabmendl of  soegchiostraoe
rabionts o @ sbtatvilized bhasiss ard Wil conduct mensoar care
eva.nation stunies 10 harmony with AR 40-400 aodd sbandavas of L
doint Commission on Accreditation of Hosr tale.

() The epsyentalrice ovtratient service medical recovid wil
be created and anclude arslicable data from the followi.e it f
eaCh erisode resuitina an Le pravision of mentil heaith carvicew.
Vita, Adata 1 Tuirme watient r1dentificswiony tame ang pest of ko
or Gbher resronsinile anenty identificalion Of athei wource  of

I3
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mental health servicesy and dates angd times of visits? climical
data ncludineg working diaenosis or ratient's climical Froblemsy
Fertinent medical history including r3st historwy rhusical
examination and mental status rerortss consultation rerorts  and
clinical data Trom other wrovidersy clinical notes and laborastorw
datar closineg suwmmargy and disrosition including anw #lan  for
i follow—-ur cares treatment amdgd instructions to include notation of
rrescrirtions writterny diet instructions a8s arrlicables and
self-care idnstructions.s When certain rarts of the ratient's
medical record are stored serarately for reasomns of srivacuy these
must,  be wmade rart of the comrlete record for medical evaluation
stiudies, Criteria will be established for the review of both
outrastient andg imratient records.

(c) The Fsachiatre service will rFrovide consultant,
disencstic and treatment services to referred inrastients and
outratients. In rarticular the ratient's records will documernt
that rmsydchiastric cornsultation was reacuested for and/or offered to
all ratients seen throuehout the hosrital who have asttemrted
sidicide or have taken a chemical overdose.

(3) The Neuroloas service will orerate am  inratient
treztment sectians 8 nauroloay outratient climicy an
electroencerhalocraxhic laboratordyy and other electrodiascriostic
rrocedures a8s indicaterdd.

(4) The Climical Fsucholoew service will srovide imratient
and outratient evaluationy treatmernty amgd consultastion im accord
with the rrofessional educationy traininGsy MEreriencey anrd
credentialing of the staff sssiened.

(5) If establishedy the Child Cuidance service will
rrovide outratient evaluation and treatment to militsry families
angd derendent children. Frofessional consultation maws he offered
to derendent schools and other seencies +that deal with the
rrablems of children in the Arms community.
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Objectives of Task Group Four

on

} Alcohol and Drug Abuse

Review the Army Alcohol and Drug Abuse Prevention and Control Program
(ADAPCP) as it relates to the Army Medical Department (AMEDD); identify
inadequacies and deficiencies in the program; and make recommendations for

program improvement.
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Observations and Recommendations of Task Group Four
on

Alcohol and Drug Abuse

1. OBSERVATION. A broad "grey area" exists in the ADAPCP where the Com-
mand responsibilities for rehabilitation blend into the AMEDD
responsibilities for treatment. 1In order to more precisely define whc,
command or AMEDD, should be performing which functions, Task Group Four
divided the alcohol and drug abuse population at risk into four groups anc
attempted to relate each group to functional areas of responsibility within

the ADAPCP.

a. With regards to alcohol and drug abuse, the military population mav

be divided into four groups.
(1) Non-users - Those who do not use abusable substances.

(2) Users - Those who use abusable substances but whose use and.’/or

abuse goes undetected.

(3) Non-dependent abusers - Those users identified as abusers but
who show no evidence of psychological or physiological dependence on abu-

sable substances.

(4) Dependent abusers ~ Those users identified as abusers who are

psychologically or physiologically dependert on one or more abusai.ie sul-

adithesa.




B

stance.

b. The four population groups relate to ADAPCP arcas of responsibility

in the following manner.

(1) Both non-users and users are target populations for Command
education and prevention programs with the goals being to discourage
use/abuse by the non-user; to influence the unidentified user to discon-

tinue abuse before getting into difficulty; and to cause identified abusers

to discontinue abuse as a requirement for remaining in the military.

(2) Non-dependent abusers are best managed in a Command sectting by

administrative action and leadership type counseling.

(3) Dependent abusers require treatment/rehabilitation of the typc

normally provided by clinical professionals through a health care delivery

system, i.e., the AMEDD.

{4) Detoxification, medical treatment of complications of substance
abuse and psychiatric care of those with other associated mental disorders

are AMEDD functions.

(5) Unidentified abusers are the target population for both Comr..nd

et i

and AMEDD identification efforts. Goals of identification are to isolate
and remove from duty those who are a threat to mission completion: to treat

and rehabilitate those who are having difficulty as a result of substance

58

e .I.




abuse; and to remove from military service those who fail to be rehabil-
itated in the ADAPCP or who are found to be mediczlly unfit for retent:ior

in the military.

(6) The AMEDD is responsible for the labnratory support of the uri-

nalysis drug screening program.

(7) The AMEDL is alsc responsible for 3iomedical Research on sub-

stance abuse.

c. AMEDD responsibilities tc the ADAPCP may then be summarized as fol-

lows:

(1) Provide consultation to Command on the medical’/clinical aspects
of education, prevention, identification, evaluztion, rehabilitation, dis-

position, and follow-up functions of the ADAPCP.

(2) Provide clinical expertise to perform client evaluations,
assist in counseling non-dependent abuses and provide clinical in-service

training of ADAPCP personnel.

(3) Provide both residential and non-residential rehabilitation for
dependent abusers; either in separate Rehabilitation Services or through
existing Community Mental Health Activities at AMEDD Medical Treatmen

Facilities.

(4) Provide medical treatment for the complications of substance




abuse and for concurrent medical or psychiatric problems.

(5) Provide the laboratory facilities and personnel necessary to

| execute the urinalysis drug screening program.

(6) Conduct research in the biomedical aspects of Army unique  reo

of substance abuse.

Recommendations:

a. That the AMEDD continue to be a major contributor to the Ar.

ADAPCP,

b. That the rehabilitation aspects of the program continue t. e

function of the AMEDD health care delivery system.

2. Observation: The efficacy of residential treatment/rehabilitst:cn of
the chronic alcoholic and other selected kinds of chronic substan::

abusers has been more than adequately demonstrated by the civilian .. .1 &)
community, other military services and the Army in Europe. The Aruy ..ol

realize further significant dollar and manpower savings by ewmployiu tius

treatment modality Army wide. At the same time, it would .ignifi. .rt.,
reduce morbidity and mortality caused by one of the Army's major ;- - tin

health problems.

Recommendation: That the Army take immediate action to establi |

tial treatment/rehabilitation centers inu CONUs foir alcoholism an.,

C s mn i, s
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for the chronte alc nolice oo, 06 Do aot o Citae, usin o ctal. o
th art techsoaos, vdr i Se o tiate e e o oo dr DRk i thio e

Cannot, It boorodbore e onalbvie
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the physiologically widicted aleoholic in the Arey, where mn e ossind

return to controlled drinking may result in "ichabilitation failare” ad
separation from the servico. This should be a clicicad poal 0 the ! .-

meat process, nol an codainistrative poal in doterminice cenc s ltation

(S SIS ORN

Recomnendation: That abstinence be a clinical goal in treating the chronic

physiologicallv addicled alcoholic in the Army ADAPCP.

7. observation: While most alceohologists recognize the heneits Lo b
pained by referring paticents to Alcoholics Anonymow: (AA) o oan inlegral
part of their rchabilitation program, many counsclors, supervicors and
clinical directors in the Army ADAPCP elcct to treau without utilizing -id
vatuable resource. Tois deprives the patient of un opportunity to becou
part of this lifclime sapport system, lessens the potential ceitfectivenc. ..
of the Army program and increascs professional 1o vurce vequirements by
substituting critically short clinical resources for un oiteetive selt boiy

program.

Recommendation:  That, as a matter of ADAPCP policy, all wlcihiclic ¢lre ;
ents/patients be introduced to the Alcoholics Anonymous (AA} pioeram
through required attencance of AN meetings during the active phase of b i

hilitation. Pacticipation in the AA program should be vecorcn bod oo o

of continuing teeatment following rchabilitation.
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Task Group 5:  CHAMPUS

L. Membership: Chaivman - LTC Terry Capon, 5¢, Chiet, Psychiatry Clinic,
WRAMC; Maj Kenneth Gurneell, Clindcal urve Spoecialist, LAC; Col Harold .
Plotnick, Social Work Sve, Rutpgers Univ; LTC wobert o, Bleck, Child Guidateoe
Clinic, FAMC; 1LT Fredrick J. Terrell, Psycholopist, dental Hypicne, bt.
Leavenworth; Mo Frank H. Rath, Jr., Psychology Consultant, bDept of Psvehiatoy,
Heidelbery Horpital; Doris Caliender, New Directions Sve, FAMC; Col rroag il
Del Jones, MC, P & N Corcultant, Pentagon; LTC Jack Melnroy, 4%, Ui, oo,
Colo.

2. The task Force on CHAMPLS specifically addresscd - nroblems
involving:

a.  peneral slowdown of reimbursement and ditticultics in true adming, .-
trative national oversight of {he fiscal intermediaries by the CHAMPUS o
tzation

b. problems involving the lack of adequate consumer feedback to 0CnAMPUS

¢. problems involving headth planning for internediate crve and residen=
tin] treatment

d.  probleos invelving the optimal intensity end doplementation of b

FARES N

¢

AP'A DOD Pecr Review Contract centering on inadeguie @ provision explicitis
worked out for protection of contfidentiality., Further difficuliics Do ooy

Latitade of responsibilitices for the "second level™ nurse reviewor appoazed
Fo 11 some instacces civeamvent true formal peer revicw. A cimbe rsome ope b
process modeled after ticd of the social Sccurity Adminiztration could ovoa
pricr to truce formal poer review.

3. The Task iorce bepan with o presentation by Dr. Gapon on Tucsday, 20 March

1979 of an overview of current rescarch regarding the epidemiolopy of et
illness, incidence rates for both mental health and penceral medieal oo roo,
Lt from ongoing projects ot 5idH and from other settings vere prescad ol o
show the predictability and feasibility of full fundine for mervald hoeo o in
health care svotems.  The "otfset hypothesiz', ety shint Dinding Tor went ol
health care 1o various medical plans actually diminishes total wtilisotio

of general medical vorvices, was discussed ut Yenpthe  Dr. Gapon also ey -
ized the history of the CHAMPUS Pecr Review Project in order to oricet o
Tazk Force Meabora for plhamed discnssions with 00gRIRus of e ds Fory
Collowing day,

4. on Wednevday the Task Foree met with Mr. Norman Perower, Praject T, Y
At the Amnerican Payohizqtric Association for DOD CHALPUS Peer Rewiow v g
Pr. clatbory, bivector, CHAMPES Proeject, American Psyveholopical asson 2007

Dr. Paal Hoftman, S, CUAF, U0, Modical Consultant in the Qualite Asca o
Bronch of the Propram Foealuaat fon Divicion of OUHAICUSS M, Wopner, Conoo
Program Evaluat torn Dicision of OCHAMPCS. on that doy the arcie of o 0
noted above were diceuscod at Tength between the consnltants and the 1 .
Force Group.  The OCHATPTY voper s entabives ot Dresd e




e
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new CHAMPUS organizationa! plan indica‘ing *‘hat 1% was tneir oo
Lhat CHAMPUS would operate much more effeciively with ‘he rec..nt
reorgyanization. Dr. Hoffman stressed the ongoing concetn for

developing guidelines for appropriate medica. care in o . areas.
CHAaMPUS officials outlined Llhe nistory of congressiona’ conce .

witn the CHANPUS program involving what in the «.rly Ty 0
been 1in essence a failure on the part of GCHAMPUG “o gees ., o ,
exclude some lnappropriate kinds of funding., DLv. Hoft. .o 8%, i

the administirative problem of reestablishing CuiadPUs b of it
each time a claim is submitied. There was a gencral di.cussion
of a problem witn tne fiscal "intermediaries whica had . ;eloped
when under congressional mandate CHAMPUS was required 4o Y.o* il
contracts to the lowest bidders. In some ins‘ances ‘he tioc.,
intermediaries wno obtained the contracts were nobt adrgo ' o
grepared to handle the adminisiratively cowplex proces. iy ...
voluine of claims submitted. Mr. Penner and Dv. Claiboia oo ' oo
tne nistory ana pnilosophy of tne DOD Peer Roview rrojest oo
‘nere was a lively discussion of the questiion o1 the ", -ca .0
nurse reviewer's responsibilities as well as possinl. ity fi
under the proposed protocol the extreme froguency of oo oo
review appeared to be economically and bureaucraticall, cumber-
some from the point of view of Task Force wembers. . .agon
compared the program in efrect wiln thal of i Hodical ooy s o
the District of Columbia as an example in wnicu Lhore w0 oo o i
process of review of quality medical care uhicn lea o . nece . . 4
ot cwrue formal peer review in only aboul 1o of ol 3ims Loaramitl
lue need for an estaulishunent of explicit ana punlic

ily guidelines for the peer review intormat ion wis shreaced Ly *
Task Force meubers. I'nere wo a general! discus .:on of tne oo

wf tnird party payment systems which centerea on the pronlem o ;
4 kind of skewing of CHAMPUS cost data vhen o consider. ion ot il
variabilitly in Lne dirvect system provision of care in . .

asedical specialty areas was not taken inta accoun’..  Tu o tLe oo

interw. diate care ana residential tyveatmenl ‘o CuaMpus offio:

stressed the h.ostory of abuses in ¢ lolescent (oo dont oo el

centetrs which uad led Lo congressional masndatoe.n

control cost accounting in that area. Beoaite stales nave

N S

{4 R ot w_xi

sinility for tiraining projrams for the menta’ly retavdod and -
ariabled there are many sltualions in wniocn Serv.ce fow o o n
face tne proplem of inding an adeauatlc st o-Tun rogr g, g
specia’l needs involying handicapped saml™ s b o i R N
Sowas the philasopiy of uCdaniUs Lo oncodt ade, " gL Lot oo )
“nias rull responoibit ity by ocne staten R0t s ey o s -
Circumstances.
on fhursdo s, 22 tiarch o7y Che Task Fotoe obioiassed kL

Loconsulltatsons witn Natdon s OHA PG L o e ot L :
e Late during tnac day Lo oGagon o [ DU S T S B %
e ew o wdtloos D oy o1 b L Ve A
sl tng all ool e conte g C o : : *",E““

h ur’p‘\,ll wiln o
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; 9. un PFriday, tne rindings from the Task PFouice were pesented ‘.o
: ne plenary session or the denavioral Science Sewminar.  The
Dy ask rorce mewvers agreed tna' the specific recomacrndat.ions
' arrived at dur:ng tne week would be incorporatea in an cctlion i
- raper with an altewpt al iriservice coordination, (ollow i oy i
B presentation tonrouyh <ne Office of the Consultant in ksyctiatc: '
- and Neurology ta the Army Surgeon General. ‘lne AcLion [aper ‘
would pe made available to appropriate policy planning officials g
al. OUHAMPUS. Inis wus carried out during the weeks following 'te y
rtask Force. The Action Paper with attachments are enclosed ax 3
an appendice “o this Task Farce Report, '
P ; i ;
i® ——— 3
E,j /2m, 4 el) a4
ki Incl TERKY ©. %GAGDU, MD 4
fo as stated LTC, HMC, NsA
f Chairman, CHAMPUS Commitiee p
Army Psychiairy Advisory Counci? ]

X

Chief, Psychiatry Ouipatient va

by

€ Deparitment of Psych:iatry

., Walter Reed Army dedical Center
o]

e Y Y PN




DEPARTMENT OF THE AR:AY
WALTER REED ARMY MEDICAL CENTER
WASHINGTON, 1) C. 20012

REPLY TO
ATTENTION OF:

towpP-R 11 Hay 1979

supject: Rrecommendation for Action Regarding CHAMPUS Care fo-
Mentally [11]

3]

1. Statement of Problems:

a. wver the past two years there has been a breakdown ‘n
tne provision of psychiatric zervices under OCHAWUPUS. This fac
tnvolved delays in payments often for three to six montiv:,
vureaucratic harassment, ill-defined guidel - acs for app:aved
services whicn have at times been interpreted idiosyncra' icall-
py tne ten CHAMPUs tiscal intermediary agencies and tnreatened
nterruption ot payments durisag ongoing treatment. Demoraliza-
tion of patients, providers and military psychiatrists has
tesulted.

L. ‘'lnere ntas been a pbreakdown of well-functioning avenues
tor tne inclusion of policymzking input from wmilitary psycniatry
n areas of mutual concern to the direct care system praviders
and JICHAMPUS.

c. There ‘s no adeqguate avenue for feedback to OJUHAMPUS
trom veneficiaries and providers.

d. 'There are three special problems in tne implementation
OF tne Dup Contract with the American Psychiatric Association
arid the American Psycuclogical Association fur the CUAMIS
rsycniatry peer xeview Project:

1) becision authority has been delegated downwartd Lo

tne 'second level ' nurse reviewer confounding clinical =nd
aadatnistrative decision making regarding peer yeview., This gl os
power to deny claims for medical care in areas of rine clinicnal
juagenent to non -peer personnel.  In essence the nurse pract oo
wedtetne and poycunology in vialation of stundara wmed-cel

o etnlcs.

COen

Z) A srandard operating procedure (suPi o For protectt.o.n

;1 countigent il ity ut very sonsitive clintcal Saaovmat ton o

ceom i tted Tor e ont v ie poor review ol evor g ot cent has no!
Leen tully el et ana clartiied to peat tea SROREOTYS
LoV ider s, 1o oUP onouid invelve bencl o Taey thput o ot

rall tmplement ation.




HowpP-K 1) Ma197y
suBdicl: kecoamendation for Actlion Kegaraiiyg Cuampls ©oooe rur
tientally 111

3) Tne present impiencatation pluan for oo i T
project allows ror claim denlal in areas ot clinic sl oo
prior to qguaranteed true pecr review, witn tne il rec oanoe

‘! veing a cumversovie ana vurceucratically tiuwe-consuning oo seal
b ; process modeled arter tne one utilized Ly tne Social scecurivy
7 Administration.
2. kecommended cCorrections:
5 a. WOCHAMPUS snould implement a strict ongyo g

oversight program ror evaluation of 1its
. aries. Managerial Ilmprovemcnts should include e use
i $nops for unirormed services healtn venefits ooyvise
A
¢

Vairluus gt

fication and ularification of regulations to ... |
nealaries, anu significant improvements n ey

3 claims or changes Lo tne regule ions.
L. Critical assiguments should be made:

4 1) Ine urfice of tne Assistant Secretary tor Heolorn
: Afttalrs, vacant 1or nearly two years, shoula o Villea ws Lo

a3 possible. Inis ofticial snould receive Shaaeaate o oY
. frow tne befense Healtn Coun-t)l regarding *ro 0 o Y500 o
.! areas.
: 2) bacn dniformed service should marndat e thc L Dt g
| of a senior medical orticer of rlag vank * . oo nerens .o
o Ccouncil), the wmain avenue of ‘nput from el -ty oaeicd Y
g wonAarPUS,  Mifitary poychiatyists should pe coked b0 vice
- ongoling starring to tuaese officers regjatrding aic ool, oy,

mental disease conditions and policlies.

C. Cnhanges in certain practices snoula Lo aes

T T

1)  Tue unitormed services are reopdn it fos e
penetits advisors.,  Jommanders should mant ot b :

% traning and attendunce at UCHAMPUS 5ponsous od wWoo nahono . b
l CilampPUus peneficiary snouldd we routinely counzelod ny o
¢ venetits aavisor upon rerer: )l to CHANMPUG U P a '
! assistance rogaraing nyoceodures wnich arc oo oo o ] g
; trative compllunce wWitn CHAMPUS regulat ton,
2) A Clear DoencficTaly aGna LT OV Ty el 0
shodla e estanl "stea aad Dol ietaea, a0 T a
complaints snould go to thne healtn oondt o elet sy T
resolved tney Lnoula go to oa spoecif e e I TR ;
representat. ive at tne foooal Cntermedt oo Ten o 1 ol
resolved toey Loaoula o go o too e IR TE TR PR SR VA ot
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dsWr-K 11 May 1979
subJdell:  KRecommendation for Action Regaraing CHAMPUS Care fo
dentally I1]

unirormed service at tnhie Lonver OCHAMPUS. Tis officey has
access Lo tne entire internal UOCHAMPUS organization.

d. keviewlng processes reguire revision:

1) It the 'second level' nurse reviewer determines tiat
in 'gray zone' areas of clinical judgment claim denial may be
warrantea, tnen ‘tnird level' or true peer review should be waade
autoimatic, not ex post facto after a cumoerzone appeals process
when a claim is denied.

2) OCHAMPUS snould estapl ish and make avallable to bhino-
riclaries, nealtn oenetits aavisors, providers, military psy ;
atrists, and concerned professional weaical ccieties a str!
SUP which sareguardas the contluential ity of ons**‘ve clint cal
peer review Information. ‘Thev e is extensive precedent toy such
protection in tne soclal security Act, tne rederal Alconol ana
urdyg Abuse legislation, the 3KRU law, HEW guide]ines and the
rrivacy act,

3) ‘Frormal true peey review should precede all claim
denial except in areas speciiically denied by requlation.

3. Appended s reference material bearing on thesc matters,

. (’4/L-~»I ( ('},'
TERRY . bAuUN\lu
LTC, #MC, UsA

Chairman, CHAMPUS Committo=
Army pPsycniatry Advisory (.oanctl

Cnief, pPeychlatry Qutpatient
service

Department of Psycniatry
walter Reed Arvmy Medical Jent =




DEPARTMENT OF THE ARMY
WALTER REED ARMY MEDICAL CENTER
WASHINGTON,. D C. 20012

HsWP-R 27 February 1379

SUBJECT: Recommendation for Action

1. Relevant factual information concerning psychiatric care in this
country (Inclosure 2).

a. 15% of the population per year is estimated *to exhibit an
alcohol, drug abuse or mental condition.

b. 20% of this group is treated by tne Specialty Mental Health
Sector; 60% of those with identified mental disorders are treared
by primary care/outpatient medical treatment, non-psychiatrists,

¢. Patients witn identified mental disorders utilize general
meaical services at a rate that 1is at least double that of other
patients.

2. Relevant factual information concerning medical health insurance
coverage for mental health conditions:

a. The $1350 billion total health care bill is not the resui¢t of
apuse of preventive and long-term care; it is primarily the resuj¢
of apuse of secondary and tertiary care.

b. After 15 years c¢f experience, the proportion of total realtn
oenefit payments spent on mental disorders in the Federal Emplovees
Program nhas leveled off at a little over 7%, showing that equal
coverage for mental and pnysical 1illness does'not lead to exhorbi-
tant costs for mental illness.

¢. Tnere is overwhelming evidence that effective mental nealth
treatment is followed by reduction in general medical care utiliza-
tion. Tne offset reductions are as follows:

1) Hospital days . . . . . . . . . decreased by 67% to B85%
2) OQutpatient visits . . . , . . . decreased by 50% to 72%
3) Physician's services. . . . . . decreased by 8% r. 311i
4) Medical visits. . . . . . . . . decreased by ili
5) Lab and X-ray service . . ., . . decreased by 153% rtc I13%
6) Total medical expenditures. . . decreased by 31t

d. Only 8% of the nation's mental nealtn tenefits are paid .
private psychiatrists, the great proportion going to hospitals,
nursing homes, and rehabilitative care fac:ilities.

70




HSWP-R 27 February 1979
SUBJECT: Recommendation for aActicn

3. Relevant rfactual materi1:! regardiny proposed CHAMPUS Psychlatric
reer Review .roject guidelines sponsored by DOD:

a. CHAMPUS regulations reguire that all claims for psychictric
outpatient service be submitted Wwith no mo:re than eight vigit. .-
claim and that the 8tnh, 24th, and 40th outpatient session must .-
reviewed by a second level! (1.e., nurse) reviewer.

b. All psychiatric outpatients continulng to the 60th outpa-
tient session must be referred for peer review by a panel of tiree
pnysicians, each of whom evaluates the case separately followed bty
a vote,

c. All claims for inpatient service must be reviewed by cecond
level reviewer at the 20th inpatient day and referred to peer .eview
at the 6Utn inpatient day of hospitalization. Again, three ind:jend-
ent physician peer review evaluations and a vote are required oy
every patient.

d. Decision authority has peen delegated downward to the
maximum extent possible with confounding of clinical and admin.stra-
tive decision making converging 1n the second level nurse revicwer,
who has the power to deny claims. In essence, the nurse practices
medicine.

e. while considerable authority and responsibility are
entrusted to the second level reviewer (nurse), no protessional! or
educational credentials or job experience are specified for tuis
position whicn requires considerable professional integrity and
competence. This specifically violates establisned principleu of
peer review in the American Medical Asscciation and the American
psycniatric Association. Section 6 of the APA Code of Lthicwy
states, “the physician sphould not delegate to the psychologist or,
in fact, to any non-medilical person any matter requiring the wu=v-
cise of professional medical judgement”. The interest on the ; .rt
of DOD to devise a simplified method ror review of all psychizrr .o
claims by utilizing non-physican personnel nas totally overload
the system and removed the possibility of refined clinical juasi-
ment truly necessary for peer review. By contrast, senlor Feaoral
Employees Program officials indicate tnat less than 1% of thc .=
psychiatry claims require formal peer review.

Aoyt

£. Special nandling of claims from psycniatric patients la -

already led to a serious discriaminatory Jdelay in paynent ror o .. -;
tor example, at the present time, the turnarcuni time rur i
psychiatric _HAMPUS clalams at the koanoke oiti. - 13 37 days /. i
regulrement 1o 21 days). Ofricials couid not sven estilaate |

rine for psychiatric claitms--over 100 days. Tu=s Wasnioagron 7o
atric Soclety Counci) states that tne Jduiay 52 psycntarric ol

L




1SWP-R 27 February 1979
SUBJECT: Recommendation fc.yr Action

payment now averages six months per claim. Often the second review
procedure point is reached before the first review is completed.

g. No systemized consideration is given to the problem of
confidentiality, Psychiatric records are considererd permanent,
whereas other medical records are maintained for only four years.

h. Persisting attitudes at high levels in the DOD-CHAMPUS
organization toward the provision of psychiatric care for the
mentally ill or disabled have reflected a lack of knowledge regard-
ing the epidemiology of mental illness, provad predictability of
cost projections, offset of other general health care costs by
psychiatric treatment paradigms, and the usefulness of well-estab-
lisned treatment modalities (Incl 3, p. 3, para 3).

4. Conclusions and Specific Recommendations:

a. wnile military psychiatry agrees with the inherent philos-
opny and goals of peer review, present guidelines from the CHAMPUS
Psychiatric Peer Review Project require further study before imple-
mentation for the following reasons:

l) Peer review should indeed be true peer review even at
the “second level" of review, not in violation of standard medical
codes of ethics. The stated policy of delegating the authority and
responsibility often of a clinical nature to relatively untrained
employees is in defiance of these well-established procedures for
peer review »nd medical ethics.

2) Military psychiatry has not been represented formall:
in tne decision-making process within the DOD-CHAMPUS organization.
we would recommend the appointment of a military psychiatrist to
tne CHAMPUS Psycniatric Peer Review Project at a decision and
policy-making level.

3) Implementation of peer review should await furthe:
study and clarification of 1ssues of confidentiality of sensitive
clinical data.

4) Accountability procedures, such as peer review, must be
implemented in such a way as to be truly responsive and sensitive
to the needs of the mental'y ill in our community, rather than z0g-
matically giving allegience to technocratic economics. These n#eds
are epidemioclogically predictable and do not lead to cost overruns.

5) The implementation of the CHAMPUS procedures to date
regarding the provisions of psychiatric services under the DOD
contract has resulted in significant interference with the
psychiatric care received by the dependents of the military by




e
e — -

HSWP-R 27 Februeary 1979
SUBJECT: Recommendation fo- 2:tion

delays 1n payments, bureaucratic harassiment, ill-defined gquidelines,
threatened interruption of payments during ongoing treatment, and a
i general insensitivity to the :ssue¢es of confidentiality with subse-
i quent demoralization of not conly patients and providers, but also

‘ military psychiatrists. This state of affairs contrasts sharply
witn that of tne Federal Employees Program peer review process,
which is designed not to intrude excessively into claims processing
by a randomized process which does not treat every single case as
requiring peer review. Such extensive screening should not be made
routine, as though every psychiatric patient and provider were
suspect.

6) CHAMPUS should beé increasing and facilitating psychi-
atric health benefits at a time when military psychiatry is suffer-
ing from a crisis of attrition. Presently, the Army has only 136
psycniatrists for 180 authorized positions, a shortfall of 25%.
Recognized requirements for Army psychiatry approach 300, a short-
fall of 45%.

g

TER E. GAGON, MD

LTC, MC, UsA

Thairman, CHAMPUS Committee
Army Psychiatry Advisory Council

Chief, Psychiatry Outpatient Service
Deparrment of Psychiatry
Walter Reed Army Medical Center
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ADM

January 5, 1)

ALCOHOL, DRUG ABUSE, AND MENTAL HEALTH SERVICES

THE NEED TO PLAN FOR THEIR INCLUSION IN A

NATIONAL HEALTH INSURANCE PROGRAM

Ceonditions and Their Prevalence

1.

73

+

ADM disorders ccnstitute a significant health probl.om

in the U.S., which is definable in terms of:

a. the overall scope of the problem -- about 185%
of the population per year

b. a relatively small number of specific discrdexs
which represent the bulk of this 15% (There

13
some overlap among scme of these conditicas, 2. ;\
~

a person with alcoholism may also be depraesse

In addition to the 10 - 15% of the population with
definable ADM conditions, there are many other
individuals who are troubled with symptoms and distr-e

such as anxiety, transient St*ESb, problems of llu*hﬁ,
and unhappiness. They often tu to the health carc

system for help. This i3 the case ia many natians.

Structure of the ADM System

The ADM system 2as a structure with two main Zomfcnent.:

a. the general health care sector (ze
of the population for ADM ilacr er

e
X
S

)

b. the ADM specialty sector (serving about :» of *
pcpulation for abM disorders)

The vast majority »f paszients with 3DV 2iscroiars s

identified by and receives scome tresticeaz Lo the

health care secteor, predeminantl, wuabulatory nrima

care

ring about 15




ialty secueor 3 undergone considerable

The ADM spzc X
tenty yeard:

change in th

T
T
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r

ir

a. The numbeaer of .
mental hospirals has
1955

cesidents in State and county
o sirnificantly declined si.ce

b. The lengcth oz sStay in State and couity msatal
hospitals has declined.

tons ty a.l inpatient wpsychi:

Cc. The rate of 441 as
:d approximately constant.

7
units has remoina

d. The numoer and rare of patientsd Lelng tieaszoed oo
sutpatians Lottingsg has (norszased yreatl ).

s2 Of 1 wilde wvarlety ¢ sdrug therapies hao

S
Lncreasaed groa 1.
£. Overall, parvicrts are beiay treated 1In leos
’ 1S J

expensivae satving .

GE thae ADM services sec:
mho.mo1a the general health

lve 1se of cngavient aad ambulatory care

b. average iuratic.o o fooanmant !

- - 2 4 . - [ ay el TN e \ e N
cC. vl landas LG Sl @elIlaacy ol traatienc

d. proDortise 7 U Lents regulrlag axtensivie ol
k
Extenslye Ja.ta o ngo oo thee nnilicatidn, CosTd, an
types of ADM lisonloery ';:ntwﬁ, il erfores L
to axcend and vl als dLata Base 1a o conce ST Wi )

Sther parts or

Planpiig cGoclx e laane: g L
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2. A second major goal of planning should be to strengthen
the capacity of the general health care sector to idenciiy
and appropriately treat ADM disorders.

th

3. Current funding mechanisms impede the integraticn o
ADM services with the general health care sector.

- 4. Selective use of funding mechanisms can shape the
future structure and costs of ADM services.

S. ADM services can reduce general health care costs and
lead to morse 2cpropriate patterns oi care.

6. Greater integraticn 2f services can lead tc a reducticn
in the utilization of ADM specialty services. i

7. Comprehensive, integrated services will contribute tc
a redistribution of ADM specialty resources so as to
increase geographic and economic accessibility.

8. A comprehensive system would accelerate the curren<« ;
trend to shift patients with ADM disorders away frzom '
expenslive inpatient settings and toward less expensise
alternatives, such i4s ambulatory care settings.

9. ADM services are amenable to the same cost contailnmenc
and guality assurance mechanisms that apply toc Jeneral
health care services.

10. The costs associated with providing ADM services are
contrcllable, and stable and predictable.

D. National Hecalth Iagsurancsa

*l.. Persons with ADM discrders Jare entitled to full
’ participaticn in the health care svsten.

J. NHI should not sti-matize and 2iscriminat
perscns with ADM disorders.
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Blue Oqo,.m and Blue Shield
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Cumulatad Percent of Covered Charges

FEDERAL EMPLOYEE HEALTH BENEFIT PROGRAM
BLUE CROSS AND BLUE SHIELD: HIGH OPTION

PERSONS WITH COVERED PHYSICIAN CHARGES FOR OUTPATIENT CARE

OF MENTAL DISORDERS UNDER SUPPLEMENTAL BENEFITS:

PERCENT OF COVERED PERSONS ACCOUNTING FOR
INDICATED PERCENT OF ALL SUCH CHARGES, UNITED STATES. 1973

(Percent of persons cumulated from those
with lowest to highest expenses)
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1 1 L
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Cumuisted Percant of Persons
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IN MENTAL HEALTH AS N HEALTH, HIGH UTILIZERS REPRESENT A
SMALL PERCENT OF PERSONS USING SERVICES:

~ 10% ACCOUNT FOR 47% OF OUTPATIENT CHARGES FOR MENTAL
HEALTH SERVICES

— 10% ACCOUNT FOR 37% OF iNPATIENT CHARGES FOR MENTAL
HEALTH SERVICES
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by Type ot Locale of Care, United States, 1974

Percent of Total®

Type or Locaie of Care

Nursing Homes

State, County and Other Public Muntul Huspitadls

-

General Hospitals

Private Practice Psychiatrists

Psychoactive O
sychoactive Drugs 51
Freestanding Qutpatient Clinics
46
Community Mentai Heasith Centers
4.2
General Medical Scrvices
3.5
Residential Treatment Centers & School
and Other Programs for Chtldren 3.4
Rehabilitation Facilitics & Halfway House,
ol |
Private Mental Hospitals
29

Privaty Practice Pychiolopels ]
tha

*Estimated t0tal expenditurcs for direct care waie S14.5 hiilion
Source: Scacistical Note No. 125, Division of Biomecry and VEpidemiology,

Racional Inscitute of Mental liealcth

10 20 30
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29.3
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Inclosure 3

ASSISIANI SICRETARY OF BLI'LNSE
WASHINGION, D. C. 20301

Donald wW. Eenmersley, M.D. : ’
Deputy Medical Director A i
_ 2merican Psychiatric Association

: 1700 Eighteenth Street, N.W,

f Washington, D.C. 20009

Dear Dr. Hammersley:

While it is all still fresh in my mind, I thought I would.
try to set down on paper a distillation of our position

as it was put forth during our meeting this past Friday. .
It will not be all inclusive but should contain the major
points. 3efore I settle into the task at hand, I do want

to say that I enjoyed meeting with you, Drs. McMahon and
Kehae and Mr. Cutler. I also appreciate the restrained .
! presentation on the speakers' parts of what are obviously
strongly held points of view, '

In considering our general approaches to the subject of
confidentiality, I would characterize our respective

positions as the pragmatic vs the ideal; public responsibility
vs personal and professional; the likely vs the unlikely;
.conditional guarantees as opposed to absolute guarantees;

and interdependence and accountability vs autonomy.

At the outset, a very basic question needs to be addressed -

Wby does any review have to be carried out? The need arises

out of sevaral factors: Abuse and overutilization of benefits
occurs as a rasult of carelessness, perverse incentives in

the system, and deliberate fraud. Malpractice occurs as

a resul: of ignorance, illness, drug and alcohol abuse and

failure to apply knowledge. These observations have been

nade repeatedly in and out of our CHAMPUS system, as well

as in oth2r Federal and private systems. The various health -
professions have shown scant inherent inclination to police
thenselves. Tegislative and judicial fiat are not the

best ways to control medicine's abuses and problems. There-

fore, sone foria of internal requlation and self-policing,

cven thrhouygn nronpted by outside pressure, scems the best q
aveilable approach. Finally, since the Government pays a - ‘
subustantial share of the bill for CHAMPUS mcntal health

care, the Coverniment has become a third moenmber in the o
doctor-paticnt relationship. As operators of the CHAMPUS '

P PUSS FIRAE o - 7
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Proyram, we are stewards of the public's money devoted to
this cause. To exercisc this stcewardship we need to know
what is haopening, and to do this we nced information.

It is at this point that our rcquirement for knowledge
conflicts with the doctor's and patient's desire for
privacy end anonymity. We are responsible for seeing that
the public's funds are well and wisely spent. '

However, this is not our only responsibility; we must also

operate a claims-pavment operation,which brings the fiscal
intermediary into the picture. While the patient may be

concerned about lack of privacy, he becomes absolutely

irate, and justifiably so, if claims aren't paid promptly. ‘
Doctors are very Ggood at getting irate, as well. In order !
to wmake this 2spect of the system work as well as possible,

decision authority is delegated downward to the maximum

extent possiblc. Using carefully designed guidelines,

such as those professionally developed by the.APA, the

second level revievar has limited latitude to deny claims

and wide latitude to authorize payment. An appeals system

exists to handle cormplaints about improper termination of

benefits. Needless to say, no one has ever appealed the

payoent of a claim. The third level reviewer, the physician,

acts as a final arbiter in the process and to check long-

tern ceses where the Government has a particularly large

financial stake. Third level retrospective review, like

concurrent review, is,in itself, an expensive and time-

consuning practice. The number of people who have legitimate

routine access to the information gathered in and required

for this process is very limited, particularly detailed,

clinical data. As I mentioned during the meeting, the

clinical dazta is not computerized. The records are not only
essential to clains processing but also allow us to audit

and follow the performance of each step of the process, ‘
including the third level reviewers. There are others to

whoa we have to answer for the effectiveness and efficiency

of this review process.

While the process just described is not perfect and will

no cdoubt be ioproved with expericnce, it does offer one

very great advantage -~ it provides recasonable access to

care on a raticrnal basis of nced. The matter of access
highlights-ggé of the most basic differences -between military
and civilian medical practice. The private practitioner has
responsibility only to the individval patient or patients

that he chooscs to sce, while the military system has a
reszonrsibility for the medical caore of every one of its
beneficiaries. The exercise of that responsibility demands
that the available care be parceled out as effectively and
¢guitadbly as possible., This is the flip side of cost control,
the wise distribution of available benefits.




I believe the above discussion clcarly justifies our pecer
review activitics. we hope to do them well, and the APA's
assistance in the field of psychiatry has becn of great
benefit to us and to psychiatry. The derivation of criteria
that will work cffectively for the paticent in ocur system

has been a2 difficult process, I know. Personally, I feel

it is very important that psychiatry set down in some rigorous
way precisely what it does and how it does it, thereby
joining the ma2ainstream of American medicine. What we are
doing in the APA contract is admittedly experimental and is
on the cutting edge of peer review activities in psychiatry.
wWe have hich topes for it. Should we fail, I believe the
specter of elimination of benefits or the imposition of
arbitrary treatment limits may take on real supstance.

As I stated at the outset of the meeting, there is no

way to absolutely guarantee that the confidentiality of
clinical information will not be breached at some time;
however, 1 anm reassured that it hasn't happened yet, to

our knowlecge, in the history of the program. This argues
that the present system works. In the absence of any proof
that it doesn‘'t work, there is no reason to change or estab-
lish new policy on confidentiality in anticipation of a

very unlikxely event, an event which is in the last analysis,
unpreventable. We will, however, investigate our existing

" procecures and do what we can to protect sensitive clinical

information to the maximum.

Finally, I must acknowledge that I felt there was an unspoken
item on the agenda last Friday and that is the physician's
"dislike, if not abhorence, of Governmental "interference”

in the private practice of medicine or, in this case,
psychiatry. This is understandable. Like it or not, however,
medicine is changing; and the minute public funds are used

and accepted, then it is no longer a totally private affair,
as it w2s in tizes past; and the Government's participation

is inesvitable. The price for what autonomy remains is

proven éccountability and responsible performance.

I hoze this is a fair summation of our position. Again,

it was a pleasure meeting with you and I hope that the
meeting served to help resolve concerns about confidentiality.

"Sincerely,

Cdec

Peter A. Flynn
Captain, MC, USN
Acting Deputy Assistant Secretary of Defense
(Hecalth Resources and Programs)

.-
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1MJA905-77-C-0030
SECTION F - SCOPE OF WORK

vy
F-1. STATEMENT OF TASKS

a. TASK I - IDENTIFY REVIEWERS

Using CHAMPUS workload experience, the CHAMPUS Contracting Officer's
Technical Representative (COTR), and the APA's prior experience in the
v review of psychiatric cases the American Psychiatric Association (APA) is

being asked to:

(1) Using mutually agreeable criteria, identify and maintain during
the contract life, an adequate number of psychiatrists willing tc participate
as CHAMPUS third level Psychiatric Review Committees (PRC) in the CHAMPUS
Psychiatric Review Systems. The geographic area where reviewers will be
required includes the continental United States, Alaska, Puerto Rico, and

Hawaii.

(2) Arrange through the COTR the establishment of the CHAMPUS PRC -
CEAMPYS Fiscal Intermediary relationship for the areas described in
subparagraph 1.

b. TASK II - PROVIDE EDUCATIONAL PROGRAM

Using the COTR as a technical resource, provide an educational
program designed to explain the responsibilities of the PRC members,
provide background to the PRC members about the project and the CHAMPUS
program, and update the PRC members on the progress of the project.
Yeetings to provide this educational program shall be coordinated with
the COTR who shall have the option to participate. Advance notification
shall be provided to the COTR no later than 15 work-days prior to the

meeting date.

c. TASK III - TRAIN SECOND LEVEL REVIEWERS

Provide professional expertise in the training of CHAMPUS Claims
Processors' second level reviewers (usually nurses) to appropriately
handle psychiatric claims and case reviews. Arrangements for bringing
the appropriate individuals together will be arranged by OCHAMPUS.

d. TASK IV - PROVIDE THIRD LEVEL REVIEW

The Contractor is being asked to provide the third level review of
a1l inpatient mental health benefits reimbursed by CHAMPUS and all out-
patient services provided by psychiatrists through the PRCs identified
in TASK I. Payment for the committee members' services is to be provided
by the APA with dollars provided through this contract. Monitoring of
the PRC's performance is the responsibility of the APA. Close coordination
of this task with the COTR is to be established by means to be determined
jointly. The COTR is responsible for monitoring the APA's performance of

100
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“SECTION F (Continued)

this task. A team of three psychiatrists will comprise a Psychiatric Revie.
Cormittee (PRC) and will review each case determined to require third level
review, The PRC will relate with the CHAMPUS Fiscal Intermediary for the
ceographic area in which the PRC is reviewing, and be reimbursed by the APA
with dollars provided through this contract. The criteria used to determine
which cases go to third level review will be CHANMPUS Regulation 6010.8-R and
instructions to Fiscal Intermediaries drawn by OCHAMPUS and based on criteria
developed by the APA and other sources.

e. TASK V - PROVIDE A MNATIONAL PANEL

Provide a panel of psychiatrists, one of whom is the Chairperson, to
serve as a Nationa) Advisory Panel to OCHAMPUS in carrying out the building
of this review system. In addition to overseeing the general operations of
this project, the panel is also being requested to:

(1) Formulate recommendations pertaining to the project to be provided
to OCHAMPUS.

(2) Serve as a resource to help OCHAMPUS in those exceptional psychiatric
cases requiring third level review throughout the contract life.

(3) Upon request by OCHAMPUS, assist OCHAMPUS in providing educational
services to Fiscal Intermediaries' staff and/or assist Fiscal Intermediaries
and QCHAMPUS in resolving problems as they occur.

f. TASK VI - DEVELOP CRITERIA FOR INPATIENT/OUTPATIENT CARE

The Contractor is to provide the following regarding the review of in-
patient/outpatient psychiatric cases:

(1) A set of criteria for each of the CHAMPUS flag points (8, 24, 40,
60 visits) by OCHAMPUS in the preparation of instructions to the CHAMPUS Fiscal
Intermediaries' claims clerks to determine whether the claim should: (a) be
processed for payment; (b) sent to the second level review; (c) sent to the
third level review, or (d) rejected for payment.

(2) A set of criteria for each of the CHAMPUS flag points (8, 24, 40,
60 visits) by OCHAMPUS in the preparation of instructions to the CHAMPUS Fiscal
Intermediaries’ second level reviewers to determine whether the claim should:
(a) be processed; (b) sent to third level review, or (c) rejected for payment.

(3) A list (or format for a form) which identifies and/or describes
the information required of the provider to enable the decisions to be made
described above. 1Included should be a description of the data/information
required of the provider if the case is to go for third level review
(CHAMPUS PRC).

(4) Periodic reviews and updating of the criteria sets to maintain
their currency and appropriateness.
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The Principles of MMedical Ethics

Reprinted from the Amer. J. Psycniatly, wep 1773
'-—: A‘g ’
OFFICIAL ACTIONS ' ’

With Annotations Especially Applicable to Psychiatry

This statement was apnroved hv the Assembly of Dis-
trict Branches and the Joard of Trustees of the Ameri-
can Psychiatric Associativa at their May 5-6, 1973,
meeti1gs, upon recommendution of the Commitiee on
Erhics.!

FOREWORD

ALL PHYSiCiaNS should practice in accordunace with the
medicul code of ethics set forth in the Principles of Medi-
cal Ethics of the American Medical Association. An up-
to-date expression and eluboration of these statements is
found in the Opinions and Repourts of the Judicial Coun-
cil of the American Medical Association (1). Psychia-

' The commutice 'nludzd C.H Hardia Boanch, M. D, Chairman, Her-
wert Kizmmer, % D . Rebert A Moore, 3 D, Rotert P. Nennu, M D,
Atet D Poxomy M DL Cheries © Prudhomme, M D Josepn S
Skooha, M D . urd Gene Usdin, MD Wltum P Camp, M D, and
Byron A Eishot. M.D . were memners of the .ubcommutiee that
ded e the trepiratoaa of these snnutaniens, and Witham A Uell imy,
MLD., wirs spevial cansaitant

trists are strongly advised to be fumuliar with these docu-
ments.

However, these general guideiines have sometimes

cen difficult to interpret for psyviuatry, se further anno-

tations to the basic principles are offered in this docu-
ment. While psvchiatrists have the sume goals as all phy-
sictany, there are special cthica? nroblams in psychiatiie
practice that differ in coloriag 2nd degree {rom cthical
probicms in other branches of medical practice, even
thouyph the basic principles are the same. The annotutions
are not designed as absolutes and will be revised from
time to time so as to bz ipplicable to current practices
and rrobiems. Although the material appears in this
form for the first time, it is denived from the wo.n ui
many committees and task forces over the vears.

Following are the AMA Principles of Medicul Ethics,
printed in their entircty, and then eack principle pnated
separately along with an cnnotation especially applicable
to psycluatry.

sChapter 3. Section | of the By-Laws of the Americar Psichuatric
Associguon states: Al membens ot the Amencan Psychiaine Asso-
@1atjon shall be buuad by the ethroal code of the mediul profession
espectilly defined i the Panciples of Medical Etnigs of the Amenan
Medical Association
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" PRINCIPLES OF MEDICAL ETHICS.

AMERICAN MEDICAL ASSOCIATION

PREAMBLE

These principles are interded to aid physicians individ-
ually and collectively in maintaining a high tevel of cth-
ical conduct. They are not laws but standards by which a
physician may determine the propricty of his conduct in
his relationship with patients, with ¢Cacagues, with mem-
bers of allied professions. and with the public.

SECTION |

The principal objective of the miedical profession is to
render service 1o humanity with fuil respect for the dig-
nity of man. Physicians should merit the contidence of
paticnts entrusted to their care, rendering to euch o full
measure of service and devotion.

SECTION 2

Physicians should strive continually to improve medi-
cal knowledge and skiil. and should muake availuble to
their patients und colleagues the oenetits of their profes-
sional attainments.

SECTION
A physician should practice a method of healing

foundzd 2n a weimatific B Land he Joedd Ao Gluas
tarily associate professionully with anyone who violates
this principle.

SECTION ¢

The medical profession should safeguard the public
and itself against physicians deficient in moral character
or professional competense. Physicians should observe
all luws, uphold the digu..v and honor of the prefession
and accept its seff-imposed disciplines, They should ex-
pose, without hesitation. egal or unethical conduct of
fellow members of the profession.

SECTIONSS

A physician may choose whom he will serve. In an
emergency, however, he should render service to the best
of his ubility. Having undertaken the care of a patient, he
may not neglect him; and unless he has been discharg=d

OFFICIAL ACTIONS

he may discontinue his services only after giving ade-
quate notice. He should not soiicit patients.

SECTION 6

A physiciun showid ot dispose of his services under
terms or conditions which tend to sterfere with or impair
the free and complete exercise of his medical judgment
and skl or tend to cause a deterioration of the quality of
medical care.

SECTION7?

In the practice ol medicine a physician should limit the
source of bis professional income to medical services ac-
tually rendered by him, or under his supervision, to his
patients. His fee should be commensurate with the serv-
ices rendered and the patient’s ability to pay. He should
neither pav not recene a commission for referral of
paticnts. Drugs, remedies or appliances may be dispensed
or supplied by the physician provided it is in the best in-
terest of the patient,

SECTIONS

A physiciun should scek consultation upon request;
in doubhtiul or dithcult cses; or whenever 1t appears that
the quaiity of meaica Service may be ciranccd ihereby.

SECTIONS9

A physician may not reveal the confidences entrusted
to him in the course of medical attendance, or the dei-
ciencies he may observe in the character of patients, un-
tess he is required to do so by law or unless it becomes
necessary in order to protect the welfare ot the individual
or of the community.

SECTION 10

The honored ideals of the medical profession 1mply
that the responsibilitics of the physician extend not oniy
to the individual, but also to society where these responsi-
bilities deserve his interest and participation in sctivities
which have the purpose of improving both the health an”’

the well-being of the individual and the community.
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PREAMBLE

Tkrese principles are intended o aud physicians in-
dividually and collecuvely in mamraining a high
level of ethicel conduct. They are not laws burt stan-
dards by which a physician may Jesermine the pro-
priety of s conduct in his relationship with
patients, with colleagues. with mcmbers of allied
professions, and with the public.’

SECTION t

The principal objective of the medical profession
is to render service 10 humanity with full respect for
the dignity of man. Physicians should merit the con-
fidence of patients entrusied 10 thetr care, rendering
10 each a full measure of service and devotion.

The paticnt may place his trust in his psvchiatrist
knowing that the psychiatrist’s ethics and professtonal re-
sponsibilities prectude him from gratifying his own needs
by exploiting the paticnt. This becomes particularly im-
portant because of the essentially private, highly per-
sonal, and sometines intensely emotional nature of the
relutionship establisned with the psychiatrist.

The requirement that the physician “conduct himself
with propricty in his profession and in all the actions of
his life™ is especuudly important in the case of the psychia-
trist because the patient tends to model his behavior after
that of his therapist by identification. Further, the neces-
sary intensity of the therapeutic relationship may tend to
activaie sexual and other needs and fantasies on the part
of both patient and therapist, while weakening the objec-
tivity necessiry for control. Sexual activity with a patient
is unethical.

The psychiatrist should diligently guard against ex-
ploiting information turanhed by the patient and should
not use the varque posttion ot power stforded him by the
psychotherapeutic situation to influence the patient in
any way not directly relevant to the treatment goals.

Physicians generally agree that the doctor-patient rela-
tionship is such a vital factor in etfective treatment of the
patient that preservation of optimal conditions for devel-
opment of a sound working relationship between u doctor
and his patient should take precedence over all other con-
siderations. Professional courtesy may lead to poor psy-
chiatric care for physicians and their families because of
embarrassment over the lock of a complete grve-and-take
contract.

SECTION2

Physicians should strive connnaually 10 improve

' Statements tn atalics are taken irectlv from the amencan Medoal
Association’s Principics of Madical Ethics of annotations thereto (1)

OFFICIAL ACTIONS

medical knowledge and skill, and should make avail-
able 1o therr patients and colleagues the benefits of
their professional attainments.

Psycluatrinis are tesponsible foc their own continuing
education und should be mindful of the fact that theirs
must be u lociune of fearaing.,

SECTION '

»

A physician siould practice a method of healing
Jounded on a scientific basis and he should not vol-
uniari’y assecite [ sofessionaiy with anyone who
violaies this principle.

SECTION 4

The medical profession hould safeguard the pub-
lic and uself against phyvsic.ans deficient in moral
character or professional competence. Physicians
should observe all laws, uphold the dignity and
honor of the profession and accept us selj-imposed
disciplines. They should expose, without hesitation,
illegal or unethical conduct of felfow members of the
profession.

It would seem scif-evident that a psychiatrist who is a
lawbreaker might be ethicaily unsuited to practice his
profession. When such idlegal activities bear directly upon
his practice, this would obviously be the case. However,
in other instances, illegal activities such as those con-
cerning the right to protest social injustices might not
bear on either the image of the psychiatrist or the ability
of the specitic psvehiatrist 'o treat his patient ethically
and well, While no conumiitee or boara coula otter prior
assurance that any ttlegal activity would not be consid-
ered unethical, it is conceivable that an individuai could
violate 4 law without being guilty of professionally uneth-
ical behavior. Physicians lose no right of citizenship on
entry into the profession of medicine.

A psychiatrist who regularly practices outside his area
of prolessional competence should be considered uncthi-
cal. Determination ol professional competence should be
made by peer review boards or other uppropriate bodies.

Special coasideration should be given to those psvehua-
trists who, because of mental illness, jeopardize the wel-
fare of their patients and their own reputations and prac-
tices. 1t is ethical, even encouruged, for another
psychiatrist to intercede in such situations.

SECTION S

A physician may choose whom he will serve. [n an
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emergency, however, he should render service to the
best of his ability. Having undvrichen the care of ¢
paticnt. he may net neglcct hiry, cad unless he has
peen discaziged he may discontnue his sesvices only
after zivins; adequaze notice. He slko:add noi solicit
patizats.

A psychiatrist should not be a party to any type of pol-
jcv that excludes, segregates, or demeans the dignity of
any raticnt because of cihnic origin, race, sex, creed, age,
or sociocconumic slatus.

SECTION 6

A physician should not dispose of his services
under terms or conditions which tend 10 interfere
with or impair the free and complete exercise of his
medical judgment and skill or tend to cause a de-
terioration of the quality of medical care.

Contract practice as applied to medicine means the
pruactice of medicine under ar agreement between i phy-
sician Or a group of physicians, as principals or agents,
and a corporation, organization, political subdivision, or
individual whereby partial or full medical services are
provided for a group or cluss of individuals on the basis
of a fee schedule, for a salary. or for a fixed rate per cap-
ita.

Contract practice per se¢ is not unethical. Contract
practice is unethical if it permits features or conditions
that are declared unethical in these Principles of Medical
Ethics or if the coutract or any of its provisions causes
detenoration of the quality of the medical services ren-
aered.

The ethical qucstion is not the contract itself but
whether or not the physician is fre¢ of unnecessary non-
medical interference. The ultimate issue is his frecdom to
offer good quality medical care.

In relationships between psychiatrists and practicing
licensed psvchoiogists. the physician should not Jdelegate
to the psycholouist or, in fact. to any nonmedical person
any matter requiring the exercise of professional medical
judgment.

When the psychiatrist assumes a collaborative or su-
pervisory role with another mental health worker, he
must expend sutlicient time to assure that proper care is
given. [Uis contrary to the interests of the patient and to
patient care 1 he allows himseif to be used as a fig-
urchend.

In the pract:ce of his specialty, the psychiatrist con-
sults, associates, colluborates. or intezrates s work with
that of many prot ssionals, including psychologists, psy-
chornetricians, sccial workers. alcoholism counselors,
marriage counsclors, pubhic health nurses, ete, Further-
more, the nature of modern psychistng pracuce extends

his contacts to such people us teachers, juvenile and adult
probation oflivers, attorneys, welfare workers. ag
voluateers, and reightorkood aides. In referring patic,
for treatraent, counscling, or rchabilitation to any of
these practitioners, the psychiairist should ensure that the
allied professional or paraprofes-ional with whom he is
dealing 15 3 recognized member of his own discipline and
is competent to carry vut the therapeutic task required.
The psychuatrist should huve the same sttitude toward
members of the medicul profession to whom he refers
paticnts. Whenever he has reason 1o doubt the training.
skill. or cthical quatirications of the allicd professional,
the psychiatrist should nat refer cases to him.,

Also, he should ncither lend the endorsement of the
psychiatric specislty nor refer patients to persons,
groups, or treatment programs with which he is not fu-
miliar, especiaily +f theie work is bused only on dogma
and authority and not on scientitic validation and replica-
toa.

In accord with the requirements of luw and accepted
medical practice, tis ethical for a physician to submit his
work 1o peer review and to the ultimate authority of the
medical staff executive body and the hospital administra-
tion and its governing body.

SECTION 7

In the practice of medicine a physician should
fimis the source of his professional income 10 medi-
cal services uctually rendered by him, or under his
supervision, 10 his patients. His fce should be com-
mensurate with the services rendered and the
patient’s ability to pay. He should neither pay nor
receive a commission for referral of patients. Drugs,
remedies or appliances may be dispensed or supplied
by the ohvsician providel iz is in the best inieresis of
the patient.

The psychiatrist may also receive income from admin-
istration, teaching, research, education, and consultation.

Charging for a missed appointment or for one not
cancelled 24 hours in advance need not, in itself. be
considered unethical if a patient is fully advised that
the physician will make such a charge. The practice,
however. should be resorted 10 infrequently and al-
ways with the utmost consideration uf the patient
and his circumstances.’

Psvchiatric services, like all medical senvices, are dis-
pensed in the context of a contractual arrangement

* This paragraph 1s reprirted as an annotation to Section 7,
AMAs Opinians and Kepoets of the Judicial Council (1. p. 39)




bet ween the patient and the treating phy sician. The pro-
visions of the contractudl arrungement, which are bind-
ing on the physician as weil as on the patient, should be
exphicitly establnvined.

It os cthacal Tur the psychiatrist to make a charze fora
niissed rpporatiment when this falls wathin the teems of
the specitic contractual agreement with the patient.

SFCTION S

A physician should seek consultation upon
request: in doubiful or difficult cases; or whencver
it appears that the quality of the medical service
may be enhanced therehy:.

The psychiatrist should agree to the request of a
patient for consuitation or 1o such a reguest from the
family of 2n incompetent or minor patient. The psychiu-
trist may suggcst possible consultants, but the patient or
family should be given free choice of the consultant. (f
the psychiatrist disapproves of the professional qualifica-
tions of the consultant or if there is a ditTerence of opin-
ion that the primary therapist cannot resolve he may, af-
ter suitable notice, withdraw from the case. I this
disagrecment occurs within an institution or agency
framework, the ditferences should be resolved by the me-
diation or arbitration --¥ higher professional authority
within the institution or agency.

SECTIONY

A physician may not reveal the confidences en-
crusted 1o Lim in the couive of medica) uttendunce,
or the deficiencies he may observe in the character of
patients, unless he is required to do so by law or un-
less it becomes necessary in order o protect the wel-
Jare of the individual or of the community:.

Psychiatric records, including even the identification of
3 person as a patient, must be protected with extreme
care. Confidentiality is essential to psychiatric treatment.
This is based in part on the special nature of psychiatric
therapy as well as on the traditional ethical relationship
between physician and patient. Growing concern regard-
ing the civil rights of patients and the possible adverse ef-
fects of computerization, duplication equipment, and
data banks makes the dissemination of confidential infor-
mation an increasing hazurd. Because of the sensitive and
private nature of the information with which the psychia-
trist deals, he must be circumspect in the information
that he chooses to disclose to others about a patient. The
welfare of the patient must be a continuing consideration.

A psychiatnst may release confidential information

OFFICIAL ACTIONS

Ry
only with the authornization of the patient or undé? proper ]
legul compulsion The continuing duty of th 2 psvchiatnist
to protect the patient inctudes (ully apprising kun ot the
connotatiuns of waiving the privilege of privacy. This
may beconie an sssue when the patient s heing investi-
gated by . government agency, is applying for a position,
or 1s invohied in legal action. The same priaciples apply

to the release of information concerning treatment to o
medical departments of government agencics, business 3
organizativns, labor unions, and insurance companies. c
Information guined 1n confidence about patients seen in
student health services should rot be released without the i

student’s explicit permission. o

Clinical and other materials used in teaching and writ- ;
ing must be udequately disguised in order to preserve the
anonymity of the individuals involved.

The ethicai  responsibility  of  maintuining  con-
fidentiality holds cqually for the consultations in which
the patient may net have been present and in which the
consultce was not a physician. In such instances, the phy-
siciun consultant shoud alert the consultee to his duty of
confidenuality.

Eihically the psychiatrist may disclose only that infor-
mation which is immediately relevant to a given situ-
ation. He should avoid offering speculation as fact. Sensi-
tive infurmation such as an individual's  sexual
orientation or fantasy material is usually unnecessary.

Psychiatrists are often asked to examine individuals
for security purposes, to determine suitability for various
jobs, and to determine legal competence. The psychiatrist
must fully describe the nature and purpose and lack of
confidentiality of the examination to the examinee at the
beginning of the examination.

Psychiatrists at times may find it necessary, in order 1o
protect the patient or the community from imminent
danger, to reveal contidential information disclosed by
the patient.

Careful judgment must be exercised by the psychiatrist
in order ;u\.;ud‘-'. SR “pplupidie, e ;.nsnu.b v
guardian in the treatment of a minor. At the same time
the psychiatrist must assure the minor proper con-
fidentiality.

When the psychiatrist is ordered by the court to reveal
the confidences enirusted to him by patients he may com-
ply or he may cthicatly hold the right to dissent within the
framework of the faw. When the psychiatrist 1s in doubt,
the right of the paticnt to confidentiality and. by exten-
sion, 10 unimpaired treatment, should be given priority.
The psychiatrist should reserve the right to raise the ques-
tion of adequate need for disclosure. In the event that the
necessity f{or legal disclosure is demonstrated by the
court, the psychiatrist may request the right to disclosure
of only that information which is relevant to the legal
question at hand.

SECTION 10 |

The honored ideals of the medical profession im-
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ply that the responsibilities of the physician extend
not unly to the indoduai, but abso o sociery where
these responsibilitios deserve his interest and partici-
pation in activittes which have the purpose of im-
proving poth the health and the weil-being of the in-
dividual and the community.

Psychiatrists should fuster the cooperation of thuse le-
gitimately concerned with the medical, psychological, so-
cial. and legal aspects of mental health and illness. Psy-
chiatrists are cncouraged Lo serve society by advising and
consulting with the ¢xecutive, legislative, and judictary
branches of the government. A psychiatrist should clanily
whether he speaks ay an individual or as a representative
of an organization. Furthermore, psychiatrists stiould
avoid clouding their public statements with the authority
of the profession (e.g.. " Psychiatrists know that. ..™).

Psychiatrists mauy interpret and share with the public
their expertise i the various psychosoctal issues thut may
affect mental health und itiness. Psychiatrists should al-
ways be mindil of their separate roles as dedicated citi-
zens and as cxperts in psychological medicine.

On occasion psychiatrists are asked for un opint
about uniadividual who s ia the lighi of public attention,
or who nus disciosed infurmation about himseif through
public media. 1t s uncthical for a psychiatrist to offer a
diagnosis untess he has conducted an examination and
has been (racted proper suthorization for such 3 state-
ment.

The psychiatrist should not permit his certification to
be used for the involuntary commitment of any person
except when this s clearly necessary for the patient’s own
protection ar the protection of others from probable in-
jucy at the patient’s hands.

*A complaint concerning the behavior of 4 member of
this Association shall be in writing, signed by the com-
plainant, and tiled wuh the Scuretary. ™ (Chapter [0, Sec-
tion |, By-Laws, Americun Psychiatric Association.)

REFERENCE

1. Judicial Council. Amencan Medical Association: Opimons and Re-
ports of the Judicial Councit. Chicago. AMA, 1971
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T A complaint concerning the behavior of a member of

- this Lssacigtion shall be in writing, signed by the com-

plainant, and filed with the Sacretary The SeC(etary
shall reter it to the appropriate district branch lor inves-
tigation and action. The Secretary shall notty the ac-
cused member that he has received such a complaint
and has lorwarded it to the member’s local district
branch, and shait inform the accused member of his
right 1o appeal any forthcoming action to the Board of
Trustecs.

The district branch may appeal to the Board of Trus-
togs for relie! trom responsibdility lor considering any
complaint.

The complainant shall have the right of appeal to the
Board for reconsidaration of the decision of the district
branch. (Chapter 10, Secticn 1, By-Laws, American Psy-
chiatric Association, 1973 Revision)

A complaint, as noted above, must be written, must be
signed by the complainant, and must be liled with the
Secretary of the Association.

l. Secretary
A. Clarifies the complaint and relates it to violation of
a specific section of the Principles of Medicai Ethics
with APA’'s Annotations Especially Applicable to
Psychiatry.
B. Indicates the membership status of the defendant.
C. Refers it to the appropriate district branch for in-
vestigation and action.
D. Sends the material to the Ethics Committee for
information.
E. Notifies the accused member that he has received
a complaint and has forwarded it to the member's
local district branch, informing the accused member
of his right to appeal any forthcoming action to the
Board of Trustees.
F. Notes that a charge has been filea and will be
investigated by the assigned district branch.
G. Notes to the district branch the right of the com-
plainant and tha defendant o representation by
counsel.

1. Distiict Branch
A. Ropecis (he assigiunpnt and rahirng the o ouenlaing
to Board of Trusiees under certain circumstances
{possible reasons: detendant is member-at-large or
the nature of the complaint justifies a change of
venue).
B. Investigates the complaint, permitting both the
defendant and complainant to be heard, with repre-
sentation by counsel it requested.
C. Determines:
1. The comptaint to be without merit and recom-
mends that it be dismissed
2. That the complaint has been sustained and the
defendant is found:
(a) Not guiity
{b) Guilty, with the following alternatives:
{1) Admonishment

IPPCCOTUIU® IVUF NANUINIY LINIEHIIED VI L lilival WUNUUWGE

(2) Reprimand

(3) Suspension from membership for a spe-
citic period of ume

(4) E<pulsion from the district brarch
D. Notities the Board of Trustees, which:

1. Sends information to the national Ethics Com-
mittee

2. Tor s action on recommendations of the district
brersn

3. Notiles the complainant and the defendant of
the aciions !i«en

{li. National Ethics Cormnmittee

If the ~ase is sent by the Board of Trustees to the
nationai £thics Comm:ttee it may, in investigating a com-
plaint, designate two Fellows not on the committee to
serve as investigaters .Any member under investigation
shall be enutled 1o 30 days’ notize n writing, advising
him of the charges, 200 the date ana place of the hear-
ing before the Et~ics Committee. He shalf have the right
to personal appcarance and <etermination. The final
action taken by tne Eth:cs Comn:ities is a recommenda-
tion to the Board of Trustees. The Board of Trustees will
then infcim the agistrict branch »f ts action so that the
appropriate parallel action may be taken.

The committee may:

A. Determine that the compiaint is without merit and
recommend that it be dismissed.

B. Advise the Board that a complaint has been sus-
tained and recommend that the member be admon-
ished, reprimanded, suspended from membership for
a specific period of time, or expelled from the
Association.

The Board of Trustees informs the district branch of
its action so that an appropriate parallel action may
be taken.

V. Appeal Procedure

A disciplined member may appeal to the membership
by filing a notice of such intent with the Secretary within
30 days after notificatton of the action of the Soard. Ex-
peiigy ineimuers snde g genieg all memoersnig Srivi-
leges pending the appeal. All other penaities shall be
suspended pending the appeal. Appeals shall be heard
at the next Annual Meeting at a session attended only
by voting members and the necessary secretarial staif
selected by the President. The member shall have the
right to be heard and to be represented. (t two-thirds of
those present vote by secret written ballot to reverse the
Board's action, the complaint shail be dismissed.

NOTE—Aiternate IV. Appeal Procedure

i the defendant or complainant appeals within 30
days after notification of the action of the district branch,
the national Ethics Committes proceeds as in Il above,
and in addition reviews the procedure of the district
branch. The final appeal may be to the general member-
ship.
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Telephonic Survey of the Recent Champus Experience of
Local Hospitals in the washington, D.C, arca:

1. ilospital #l: Doeposits: AD 140
Adult open ward  $31550
Ado!. scent 1850
Child 2100
Cloned Wy o 2600
Alcohiog ;300
Comments: “"Extremely slow" "3 usont.s: webiind in payments.”

"Not unco.wnon to lose clatis -ond after many
calls to Roancke--they would usk ur t5 submit
duplicate claliws--this has happenca at one
point in about 45% of our claims.,”

"Most insurance coipanies pay in 30-45 days
after submission of claim."

"Payinents from CHAMPUS are often incorrect--
either over or under payment with no rhyme
or reason.,”

"It costs our hospital mcney not to have
claims processed effciciently.”

"We don't have guidelines for CHAM4PUS."

2. Hospital #2:

Comments: No deposit if insurced., "No problem with 4
paywents." Eight to twelve weeks delay
after submission of claim but of no concern
to busincss ot fice.

3. Hospital #3:

Comments: No deposit required if person has insurance.
Recently many claims they have submitted are ;
being returned for imany reasons (50%).
Claims are paid 1-2 months after submission.
Generally no problems felt with CHAMPUS.

4, Hospital #4: Deposits: AD . None
Retired $600

Commnents: “We do have problems with them."
“They (CHAMPUS or Blue Cross of Maryland in
Baltimore) often have trouble in identifying
persons.,”




'’ Telephonic Survey of the Recent Chawpus Experience of
Local Hospitals in the Washingtoun, D.C. arca:

4.

llospital $4 (continued)

Comnents: “There are occasional luss of claims and delays
in making payments--2 months+,” Normally in-
surance company makes payment within 30 days
after submission of claim.

Another problem is "no one *to call who is in
charge” "30% of clai‘ms are significantly delayed
or returned.”

Hospital §5:

Comments: No deposit required if insured.
"Don't do that much business with CHAMPUS."
"Takes 60-90 days if lucky to receive payment
after submission of claim."
They promised a HBandbook a year ago--haven't
received it,

Hospital $6:

Coanments: No deposit for AD or retired,
No problem with CHAMPUS,

Hospital §7: Deposits:s AD $ 100
Ret ired 4209

Comments: They file monthly--hardly no denials.
ey have claims processed in one month,
Not dissatisfied with CHAMPUS.

Hospital #8: Deposits: required for retired: $200-300.
Comments: Blue Cross in Maryland has been behind 2-3

months--which causes a problem in tieing up
cash flow.
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DEPARTMENT OF THE ARMY
FI1251MONS ARMY MEDICAL CL.NTE #
DENVER, COLORADO 80240

L N e

30 March 1979

A-10

Terry E. Gapon
9111 Falls hun Road
Melean, VA 2202

1 have completed a phone survey of the five acrea hospitals we are most likely
t refer dependents and retired to for admissinn in the Denver area. They
exclude some fine residential programs that arc n.t qaalified for or refuse

t.. request guuliticaticns for CHAMPUS tundin-.  ‘tw, ot Lhe hosnitale are

~cneral private hospitals with all other services zwd neither reported

airterential siowdowns in payrent Tor patlient to o Lue wrsus wther

services. A)l information was collected with the iruiarsntee o ancnymity as g
t~> the hospit ', however, no one had refuses -+ hesitated to connerszte in 3

answering que.tions prior to being given infurnation.

No practitioner on any hospital staffl refused to accept THAMPUS batients
althouph most are unhappy with the 79-85% rcimbursement by CHAIPUS. Nono of
the hospitals refused to accept CHAMPUL patients e. cent the residential
programs as above and only one requires a depusit; a deposit covering the
deductible for the projected length of stay is required of a2ll patients when

a third par*y payer is involved. One hospital was audited by a G°A auditcr

~n behalf of CHAMPUS - the majority of their " hari<y" cases relnied to
CHAMPUS beneficiaries who could not pay their :0-2'7%, ™hat hcinital has a
crrmittee to Jdetermine such hardship cases and works to find auxiliarv funding
ia the community.

mniyv one nospital repcrted a cash flow problem and that was six months afFo.
"he majority of hospitals report such a lov percentoure of CHAMPUS cases that
the delay in payment has little effect on their cash flow,

The delays in payment are increasin, and ran-e ‘rom 48 low as 60 Aays to well
over 90 days with the usual range reported to te 60 to G0 days. This contrast
Lt the "Blues" who generally pay within 15 t» .5 days except at one hospital
where the "Blues" are reported as "no better than Cliig'bUS". The general
consensus is that the delays are petting longer. COne hnspital reported a gond
deal of delay was caused by their own inefficiency in processing claims, but

i ne reported difficulty in determining what is required on the CHAMPUS forms
despite years of experience with this system. Thev often feel as if they're
trying to outguess some clerk in the fiscal intermediary office. The common
complaint was that the forms would be returned in the 60 to 90 day period with
requests for more information--it seemed teo the reporters an excessive delay
in asking for further informaticn to be followed by further delay in process- i
ing the claim. Three hospitals complained of lack ~f a toll free line to the '
fiscal intermediary stating that phone calls were often necessary to iron ocut
problems and were very expensive.
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One hospital seems to have a very difficult time obtaining nonavailability
statements. Another is concerned about problems related to a patient
refusing to give them his "CHAMPUS card" and the lesality of making copies
of these as requested by the Fiscal Intermediary. ' .

Cne hospital recommended a mandatory supplemental iunsurance program for
retired and perhaps active duty as well to cover th. 20-25%7 deductible.

A need for guidelines and someone to turn to were identified as needs along
with the toll free phone line.

Arbitrary limits which leave some patients cnly partially tre:ted when the
family cannot or will not continue therapy after the end of UHAMPUS benefits
often results in massive waste as the treatment gaius are lost following dis-
charge from Lhe hospital.

Ex post facto refusal to pay was not identified as a major issue.

From the CSA auditors' report at one hospital it was found that there seems
to be a lack of intermediate care facility resulting in very exwvensive
hospital treatment or no treatment at all for some rutients--especially
adolescents.

Lastly, most hospitals are and expect to continue to be willing to accept
CHAMPUS patients as when payment is made, it is usually correct, and most
hospitals feel certain that they will be paid eventually. This was the
only positive statement made by any of the hospitals.

Hopefully, this fits well with your own findings and will support the notion
of a widespread problem rather than one confined to the DC area. 1If I can be
of any further assistance, please give me a call or drcp a line.

/‘.': ,(24-».7?’(;4"{ Cewr—
“GEBERT G BLECK, MD

LTC, MC, Department of I'sychiatry
Fitzsimons Army Medical Center
Denver, CO 80240

114

loms s et e, o




TASK GROUP 6 !

WOMEN IN THE ARMY

e — e — —

Group Members:

LTC Jesse J. Harris, D.S.W., Team Leader
COL Bob Nichols, Ph.D.
1LT Mike Spradlin, M.S.W.
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SOLE PARENTHOOD FAMILIES

(Change 9 AR-600-20)

Sole parenthood is a fact of life in the Unived States doday.
More than ever before the United States Army reflects what appears
to be a representative sample of the work force. Therefore the Army
will have an increasing number of sole parents. If the Armmy 1is to
accept sole parents as part of it's uniformed familv it must be aware
that this is a population at risk. Events may occur in the "good"
soldlers' family life that renders the best thought out family plan
useless, l1.e. 1llness of child.

Military 1life and operations create speclal stresses for military
famllies. Therefore military support services must be avallable to
them in order to mailntain an effective fighting force. Based upon the
above assumptions the task force recommends the following:

1. That behavioral sclentists become aware of regulations,
restrictions, resources and problems facing the sole parent in the Army.

2 That behavioral scientists make the commanders aware of existing

resources which are avallable for sole parent families in case of military
emergency. (to include their limitations) |

3. That behavioral scientists make recommendations to commanders of
additional support requirements needed for sole parent families in case of

emergency.




4, TIndividual counselling should be made available to sole

parents by professionals.

5. Hmergency child care must be made available. This may
include 24 hour, seven day a week care In some cases.

6. Constitute a task ferce to address in depth the impact of
military life on the child of the sole parent family.

7. That a determination be made to answer the question: Who

has ultimate responsibility regarding child welfare, the Army or

the parent?




ABORTION

As the number of women soldiers incirease 1t can be expected that
the number of pregnancies and abortions will incresase. In order to
maintain an effective fighting force it is recommended that the Surgeon
General accept the following recommendaticns:

1. That the statute affecting abortions in military nospitals
be amended to provide for abortions cn demand Izr 21l military women
on active duty.

Rational.

a. The increasing pregnancy rate (12% in 1976 to 15% in
1977) suggest that an increasing number of women will desire and seek
termination of their pregnancy.

b., It will reduce the attrition rate of trained personnel.

c. It may reduce the Increasing rate of sole parent families.

d. It should have a positive effect with respect to deploy-
ability.

e. It is more ehuitable with respect to gender treatments.

2. Provide abortion on demand for all personnel (military and
dependents) in isolated areas or where abortions are not otherwise

available.




Behavioral sclentists must assure that Commanders are aware of

the following areas which are belleved to impact negatively on unit
effectiveness:

1. PFraternization (especially cadre with trainees).

2. Physical differences and capabllities between male scldiers
and female soldiers.

3. Differences In illness behavior patterns.

4, Attitudinal differences with respect to task glven.

5. Differences in male and female expectatlions with respect to
what Army life is all about.

6. Intellectual and age differences; women scoring higher on GT
tests and being older than the average male at entry.

7. Differences 1n socialization between male and female prior to
entry into service.

8. Differences in clothing requirements especially field clothing.

9. Differences in equipment requirement and fit. ;

10. Differences in requirements for physical security especially in

PELIP IR

the billets.
These differences which are found or suspected between male soldiers

and female soldiers should not be considered as permanent, especially

those 1n attltude and capability. Indeed there will be as wide a variability

S o e B i




among females as we find among males. Commanders should be made aware
that there will be more similarity between the genders than differences.

However, where differences are expected to exist, programs should be

o . . . iy ok dtantuds oo o
i, O vl . D i 3

avallable to modify those differences when they ere cost effective, or
‘to teach commanders to capitalize on those differences when they are
cost effective., In addition, Commanders should be aware of the possi-~

; bility for favoritism based on gender and should as far as possible

! strive for a staff of support personnel whose ratio is similar to that

- of the target population.

i

!

!

i
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WOMEN IN COMBAT

Recommendation:

1. That Department of the Army create a research team comprised
of behavioral scientists to include those who are cambat experienced
to study the question of the psychologlcal and scriclogical factors
impacting on the effectiveness of women in combatf

2. If the above recommendation 1s not feasible, task the
Academy of Health Sciences, Health Care Studies Division, to conduct

a literature search and present 1ts conclusions.

FRATERNIZATION
(AR 600-20)

Recommendation:

Support the broad language of a recent DA message, Subject:

Relationship Among Superiors and Subordinates.

121

ot i




E TASK GROUP 7: LEGAL ISSUES PERTAINING TO INVOLUNTARY HOSPITALIZA-
; TION OF MILITARY PERSONNEL

Group Members:

Albert A. Kopp, COL, MC

William F. Schultheis, LTC, MC
Glen Olson, CPT, MS
Robert Heffer, CPT, MS
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AR 40-3, Paragraphs 2-7 (Proposed Revision)

Patients will be admitted for psychiatric inpatient evaluation and
treatment under restrictions when they demonstrate the signs and symptoms
of a psychiatric disorder that renders them dangerous to self or others
and to alleviate undue emotional suffering.

They are also to be admitted for the purpose of careful and close
psychiatric observation to determine whether such conditions do exist,

The reason for admission must be clearly stated in the clinical record.
The patient will be provided with an individualized treatment plan

which will assure the minimal degree of restriction and involuntary care
considered medically indicated for the condition.
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AR 600-20, Section IV, Paragraphs 5-34 (Proposed Revision)

d. Hospitalization when competent therapeutic care and supervision is
necessary to achieve protection of the patient or others from ha-m. This
deternination will be made by the psychiatrist. 1In the absence of a psy-
chiatrist, the attending physician with consultation from the designated
mental health professional (Social Work Officer, Clinical Psychologist,
Clinical Hurse Specialist/Clinical Nurse Practitioner) will determine the
level of involuntary care required while adhering to the policy of least
restrictive care necessary in that individual patient's case.

e. (Specifically revised to avoid definition of incompetence with
its probable legal entanglements.)

Medical care related to mental disorders, the symptoms of which
as determined by a Medical Board severely compromise the patient's ability
to cope rationally, effectively, and safely with the demands of their
environment to include the treatment setting.




TASK GROUP 8

Sexual Variants and Deviations in the Army

This task force presented the complicated problem of combining psychiatric
knowledge, attitudes of society, official DA stances, and legal pressures
to evolve changes in regulations of sexual deviations.

The current regulations prescribe differences in the treatment of officers
and enlisted people as to who should do the mental status evaluation, re-
sponses if overt homosexual behavior has occurred, and the problem of homo-
sexual tendencies without overt acts.

One question raised in current court cases such as Matlevich and Berg is
what the individual's quality of service and also usefulness to the service
has been. One of the standard arguments against retaining homosexuvals in
the military has been that they present security risk. The majority of
evidence, however, that servicemen with large debts or who are alcoholic are
the greatest security risks,

In formulating recommendations for regulations, the main consideration was
the degree of harmfulness to others. These were mainly grouped into harme
ful sexual behaviors, such as sexual acts with children, rape, intimidation
of others in barracks or units, and sadomasochism. An intermediate group
of nuisance acts includes exhibitionism, voyeurism, and obscene phone calls.
The third group, which don't seem to harm others includes mutually homo-
sexual acts in private, fetishism, transsexual, and transvestitism.

Transsexualism seems to fall in a unique category and is difficult to cat-
egorize in Army regulations. It could best be subsumed in AR 40-501 induc=
tion standards with requirements for a psychological and medical evaluation
for fitness for indiction. Transsexuals should be evaluated on an individual
basis because of current controversial data on psychological health of trans-
sexuals, higher degree of psychosis and suicide, medical and surgical re=
quirements and complications, and possible effects on unit morale. The courts
are currently struggling with the issues of marriage to a transsexual, legal
rights, and ability to adopt children.

The regulations covering homosexuality are 635-200 for enlisted men and
635-100 for officers. It was generally the task force opinion that officers
and enlisted regulations be the same. It is currently unclear whether homo=-
sexuality is a medical diagnosis since the change in 1975 in DSMII by the APA.
The Army regulations (635-200, Chap 1-30) calls for medical evaluation by a
mental health workers, with referral to a psychiatrist if indicated., This
still sounds appropriate for both categorles of personnel. Chapter 13-42
which addresses unsuitability should be amended to read ""Overt homosexual acts
or other sexual variations (including, but not limited to transvestitism,
fetishism, voyeurism, exhibitionism) which are shown ‘to be detrimental to
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member's ability to perform duty." The regulation pertaining to misconduct
(635=200, Chapt 14=33) should not include homosexuality, which would be cov~
ered in Chapter 13, Chapter 14=33 should include the following: '"(a) Acts
of misconduct including sexual behavior considered harmful to individuals
or group other than the person performing the act, including: (1) Indecent
acts with or assault upon a child (2) Rape, (3) Indecent exposure, (4)
other indecent acts of offenses." 1t is suggested that terms such as "lewd
and lascivious acts'" and ''sodomy'" are open to wide and imprecise interpre=
tation, and should probably be omitted.

Finally there are several useful studies that should be examined to see if
they are relevant. These include the JAG NATO Study concerning the handling
by NATO allies of homosexual soldiers, Dr. Grass' study at Harvard of WW II
homosexual officers, Federal Civil Service policies, and recent court
decisions.

The area of treatment of sexual disorders should also not be neglected, In
psychiatric residency programs and 91G school should specifically have class=
es on psychotherapy and other treatment techniques for sexual malfunctions,

Further research might also be undertaken to assess attitudes, etc., before
changes in the regulations are made.

1/ Wh(’

OBERT W. MILLER, MD
LTC, MC
Assistant Chief

Psychiatry Inpatient Service




Valedictory: Response to the Task Groups (L&I&QTSI\{[)

COL Franklin D. Jones, MD
Psychiatry and Neurology Consultant
Office of The Surgeon General

Washington, DC 20310

Colleagues:

Through no particular fault of my own I have fallen into the legions of
what my predecessor, Jim Rumbaugh, calls the "ledgerers of iegumes" or
more prosaically "bean counters." With this thought in mind I experi-
enced a certain uneasiness when I noted the silence which greeted the
announcement that I would be speaking instead of General Hank Mendez.
Personally knowing General Mendez, in my narcissism, I did not feel an
explanation for his absence to be necessary, but it occurred to me later
that many of you don't know him and might misunderstand. As soon as
General Mendez knew that he might not be able to attend, he called me.
In the ensuing day he made valiant efforts to escape the clutches of a
budget committee. When it became obvious that he couid not come, he
explored whether General Pixley might do so, but he was also captive to

legislative demands,

The moral of this vignette is that Colonels have more freedom than

Generals. This brings us to the area of leadership.




One of the essential attributes of a leader is that he must be viewed by
his constituents as parochial to their interests. Another essential
attribute is that he must be truly parochial only to the accomplishment
of the mission. A successful leader is one who can clearly differ-
entiate these interests, act in the interests of the mission and still

maintain credibility.

I have heard, and probably made, many parochial comments at this meet-
ing; but, most hearteningly, I have observed many successful leaders in
action -- leaders who have been successful because they have put the
mission first. The mission has remained the same since the inauguration
of the now renamed Medical Field Service School: "To conserve the

fighting strength."
To conserve that strength we have addressed a number of issues.

Some issues have dealt with our relations to each other. We cannot
improve the morale of our charges and thus reduce ineffectiveness if we
ourselves are demoralized. We therefore owe it to them to be self-
insightful, to monitor our attitudes and to insure that our feeling of
well-being is based on our value in accomplishing the mission, our
productivity in the effort rather than fleeting and insubstantial issues

of status or neurotic needs for control and self-aggrandizement.

In this regard we have discussed educational programs aimed partly at




 ——————— e | ¢ e———— -

helping us distinguish ourselves from each other but mainly aimed at

improving our competency to help the patient.

In these areas, where our parochial interests weigh heaviest, we have
experienced the greatest amount of dissension, the greatest disunity,
Perhaps we have failed to be guided by our second principle of fidelity

first to the mission.

Some issues have dealt with our relations to other agencies. Particu-
larly we have examined non-military mental health care brokers or
funding agencies (that is, CHAMPUS) and those guardians of the dark
sides of our own natures, the law-givers, who have put down in black and
white the categories of persons who should receive our ministering,
persons whom we should spurn, and persons who may spurn our minis-

trations.

Examination of the CHAMPUS situation has resulted in the recognition
that military dependents are sometimes being denied psychiatric care
because of administrative delays in processing claims. These delays
have resulted from the need to validate the eligibility of the claimant,
from the APA-CHAMPUS 100 percent peer review procedures, and, we
suspect, from a bias concerning the legitimacy of psychiatric and
psychological services., OCHAMPUS apparently does not know within two

million persons, the dependents eligible for care. We were told that
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the number is from six to eight million.

An examination of regulations concerning the involuntary psychiatric
hospitalization of active duty personnel (AR 600-20, chap. 5, Sec IV)
reveals that this can be done when the "life or well-being" of a service
member is endangered. This regulation needs modification in terms of

including the military mission as a factor.

In these areas where our parochial interests are less threatened, we

have achieved greater harmony.

Some issues, happily the majority, have dealt with our relations to the
patient himself, the object of our concern. We have discussed how we
can identify and intervene in behalf of the problem drinkers or the
self-prescribing drug abuser. We studied the emerging concerns of and
about women in the Army, the morality involved in forcing women to
choose between procreation and careers and the subtle but tangible
damage to our fantasies caused by a new awareness of gompetition between
the sexes in the Army job market and ultimately, perhaps, in battle. We
have attempted to objectify in terms of its relevance to the soldier's
mission the presence of sexual behaviors which range from the annoying

to the dangerous.

The celebrated Matlovich and Berg cases in which an exemplary Air Force

technical sergeant, Matlovich, and a Navy ensign, Berg, announced their
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homosexuality and were administratively seperated, has resurfaced in the
appeal process. The judge determined that a military member may not be
separated soley on the basis of homosexuality but rather the burden of
proof lies with the military to show how the homosexuality interferes
with duty., Traditionally homosexuals have been excluded on the basis
that this is considered mental illness, that they represent security
risks, and that they would be disruptive to small unit interactions,
producing demoralization. The APA decision to include homosexuality as
2 psychiatric disorder only when the patient experiences it as a
conflict, i.e., sexual orientation disturbance and the observation that
more heterosexuals involved in love affairs have been security risks
than homosexuals have raised serious objections as to the validity of
the first two bases for exclusion. The unit disruption argument may
hold up, particularly in basic training settings in vhich "late adoles-
cent" soldiers whose sexual identity may not be solidified might be

threatened.

In these areas of least threat to our parochial interests and greatest
relevance to the accomplishment of the mission, we have reached near

unanimity.

Obviously all of us will have to search our souls on the issues of
greatest parochial interest, those having to do with our relations to

each other. We have had in the current organization, spelled out in AR
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40-216, two decades of traditional experience and a few years of experi-
mentation. We have proposals for further experimentation from the
occupational therapists. We can examine our data base and draw conclu-
sions but we must try to determine whether our policies or external
social conditions account for the results. Let me exemplify. We have
an excess of social workers, a slight shortage of psychologists, and a
disastrous shortage of psychiatrists. I would doubt that these condi-
tions have anything at all to do with our relatiuns to each other but
rather they seem to be shaped by simple financial contingencies. To
attack this problem it would therefore profit a persornel manager to
expend his energies more on gaining control of the financial

contingencies than in examining our relations to each other.

Another exemplifying set of data relates to the increasing numbers of
inappropriate hospital admissions to Walter Reed Army Medical Center
from regional posts manned by non-psychiatrists or by marginally
competent psychiatrists. Although the situation develops from the
financlal contingencies previously mentioned, they also relate to our
relations among ourselves. We have in this situation a natural experi-
ment from which data should be collected. Will the data show us that
there are more misadmissions from posts with marginal psychiatrists or
from posts with no psychiatrists? The results of such data collection,

if they could somehow be made comparable, might help us in knowing when




to assign a non-psychiatrist as chief of a CMHA,

I wish on behalf of The Surgeon General to thank the command and staff
of FAMC for an outstanding record of support and each of you for your

dedicated efforts in the tasks.

It is now the mission of the final task force, composed of the consul-
tants, to take your productions, measure them against the yardstick of
mission accomplishment, and advise The Army Surgeon General as to what

actions should be taken and this we will do.
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SINGLE-PARENT FAMILY: ACTIVE DUTY AND DEPENDENT
BY

CAPTAIN ROBERT H. GEMMILL

ROBERT H. GEMMILL, CPT, MS
SOCIAL WORK OFFICER
FITZSIMONS ARMY MEDICAL CENTER
DENVER, COLORADO

The opinions or assertions contained herein are tne private views
of the author and are not to be construed as official or as
reflecting the views of the Department of the Army or the Depart-
ment of Defense.




ADDENDUM

"There is nothing permanent except change."

Rogers: Student's History of Philosophy

The attached paper entitled, "Single-Parent Family: Active Duty and

Dependent," was presented at the U. S. Army Social Work Symposium in
March 1978. Part of the paper addressed the sole parent in regard to
voluntary separation and counseling. Since that time, there have been a
number of changes to Army Regulations, which pertain t» sole parents.
The most current change is reflected in DA Pamphlet 600-8, Interim
Change, No. 101, which supplements AR 600-20 and AR 614-30. The change
addresses sole parents and married Army service couples with dependents.
DA Pamphlet 600-8, Interim Change, No. 101 states:
All officer sole parents with less than 3 years active Federal service
and all enlisted sole parents regardless of grade in the categories listed
below must be counseled regarding their responsibilities to the service.
Additionally, enlisted sole yarents will be required to submit a depend-
ent care plan to the unit commander which will be forwarded through

command channels to the approving authority for evaluation and disposition.

a. Army members who are married to other service members and have
minor dependents (under age 13).

b. Army members who are sole parents or sole guardians of minor
dependents. This includes members havina sole custody of dependents be-
cause of divorce, legal separation, becausze spouse is not residing perm-
antly with member, or because spouse 1s not capable of self care.

c. Army members who are married to other service members and have
responsibility for the care ni dependrnts who are unable to provide for

themselves (e.qg., handicapped, 1nfirm), r- ardless of age.
d. Army members who are sele parcnts or scle guardians as indicated
in b above, of dependents who are unable to provide for themselves {(e.g..,

handicapped, infirm), reaardl.oe of o
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Commanders are required to:

a. Identify members of their command who have dependents as indicated

above. .

b. Counsel members regarding members' rights and entitlements,
responsibilities to the Service, and their responsibilities for the care
and welfare of dependents. Additionally --

(1) Enlisted members will be counseled regarding the involuntary
separation provisions in paragraph 5-34, AR 635-200, which should be
invoked whenever parenthood interfers with military responsibilities.

(2) Enlisted members will be counseled regarding the provisions of
paragraphs 1-34c and 1-~34d(14), AR 601-280 for bars to reenlistment for
failure to provide an approved Dependent Care Plan or for failure to
manage family affairs.

(3) Officers will be counseled regarding the provisions of section
XV, chapter 3 and section IV, chapter 5, AR 635-100, and chapter 4,

AR 635-120.

Changes in Army Regulations pertaining to sole parents are presently
reflected within four management tools. The four management tools are:
(1) counseling, (2) reenlistment control, (3) performance appraisals, and
(4) involuntary separation.

The present changes in the management tools are described in an
unclassified message dated 24 Nov 78, subject: Resolution of Sole Parent
Problems. The message states that "Secretary Alexarder has approved
changes to Army Regulations which will give commanders more flexibility
in resolving sole parent problems.”" The changes will be effective

January 1979.

The changes are as follows:

1. Counseling: Previous policy required commanders to counsel sole
parents ari in~service parents with less than 3 years' service. This
will be expanded to include all enlisted sole parents.




2. Reenlistment Control: AR 601-280 permits a bar to reenlistment
for failure to manage personal, marital, or family affairs. An explana-
tion will be added to specify that this includes failure to respond to
duty requirements because of parenthood. The new policy will also require
that a bar to reenlistment be imposed on any soldier who does not provide
his commander an acceptable dependent care plan.

3. Performance Appraisals: If a service member's duty performance is .
impaired because of parenthood, this will be clearly indicated in the
individual's performance appraisal.

4. Involuntary Separation: There will be family emergencies when it
may be appropriate to excuse a service member from duty, and there are
provisions in policy to accommodate extreme family problems. However,
when it is evident that a service member, either officer or enlisted, is
unable to perform prescribed duties, is repeatedly absent from work or
is not available for worldwide assignment because of parenthood, that
service member will be involuntarily separated UP AR 635-100 or 635-200.
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PREFACE

"Civilization varies with the family, and the family with
civilization. 1Its highest and most complete realization is
found where enlightened Christianity prevails; where woman
is exalted to her true and lofty place as equal with the
man; where husband and wife are one in honor, influence, and
affection, and where children are a common bond of care and
love. -This is the idea of a perfect family."

W. Aikman

The traditional image of a family consists of a husband, wife and
their children living together in a house. This is @ traditional, favorite
and comfortable concept, because a substantial majority of families are
husband-wife-children families. Yet, there is a non—traditional family
structure that is growing faster than twé-paren; families - the alterna-
tive family structure or often referred to as the "single-parent family".

Stuart and Abt (1972) indicate that there are "presently three
million American families with eight million children that constitute
one-parent families." According to Ross and Sawhill (1975) over the past
ten years female-headed families with children have increased ten times
as fast as two-parent families. They also indicated tha£ by the mid-1970's
one out of every seven children in the U.S. lived in a family where the
father was absent. According to data presented in popular magazines,
bazed on the latest census bureau data and information from other govern-

mental agencies as of 1977, there were 7.2 million families, one in every
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eight, headed by a female.

Based on 1970 census figures (U.S. Department of Commerce, 1970)
approximately 1,382,454 child;en live in single-parent households
headed by their fathers. An estimated 601,038 divorced, separated,
widowed or never married fathers are rearing these children alone. The
n. ser of children being reared by fathers in single-parent families
increased by more than 100 per cent during the decade between 1960
and 1970 (U.S. Department of Commerce, 1960 and 1970).

It seems apparent, from the above data, that an alternative
family structure has emeryged and is on the increase in the United States.
If the growth of the alternative family structure continues, it may soon
be identified as the "other traditional family structure".

The military has been described as a reflection of the larger
society. If this description is correct, then it is reasonable to infer
that the alternative family structure exists in the military and is on

the increase.




INTRODUCTION

I have been requested to address the subject: The Single-Parent

Family - Active Duty and Dependent. This presentation is to be provided

from a pragmatic experiential view, as opposed to a theoretical perspective.

This paper will be divided into five parts: First, problems encoun-
tered with definitions of the alternative family structure; second,
research and theoretical disarray; third, state of military research or
significant uncertainity; fourth, problems facing the social worker in
dealing with unwed adolescence pregnancies; and fifth, eight lessons

learned from personal experience.

Defining the Alternative Family Structurs

"when I use a word,” Humpty Dumpty said, in rather a scornful tone,
"it means just what I choose it to mean-ncither more nor less.”
"The question is"”, said Alice, "whether you can make words mean So
many different things."

"The questior is", said Humpty Dumpty, "which is to be master-
that's all."”

lewis Carroll

The phrase "single-parent family" is often used synonymously with

alternative family structure. The phrase is also commonly used as a self-

descriptive term to interpret the meaning of the alternative family structure.

This places a great deal of responsibility on the interpretative qualities
of the user and the term. Lewis Carroll inferred that some words are
overpacked with interpretations and meanings, when two of his famous
character< stated, "That's a great deal to make one word mean," Alice said

in a thoughtful tone. "When I make a word do a lot of work like that,"




said Humpty Dumpty, "I always pay it extra."

Kaseman (1974) defines the single-parent family as the "“core unit
in which one parent is no lonéer present, owing to death, divorce, no
marriage, or illness."” AR 635-200, Chapter 6, dateé 21 November 1977
addresses the sole parent and states "Service members who are sole
parents, and whose child or children under 18 years of age reside within
the household, may apply for discharge under hardship. A ‘sole parent'
is defined as a parent who is single by reason of never having been
married, or is divorced. or is a widow/widower." A composit definition,
formulated from a variety of authors (Freudenthal, 1959; Stuart and Abt,
1972; Weiss, 1975; Ross and Sawhill, 1975; and Mendes, 1976), indicates
that a "single-parent family is a male or female headed family unit,
consisting of one or more children that are physically living with one
or both of the parents."

The above definition is useful for general discussion, but it is

inadequate for any investigative purposes or therapeutic invention. There

exists within the phrase and the definition the inaccurate assumption and
the false sense of security that we know what we are talking about. The

phrase "single-parent family" may also be offensive to some people, since

it once was, and may still be, an euphemism for "unwed mother" and congers

up apparitions of immorality, and'repentence. The phrase is also suggestive

of deviant and dysfunctional behavior. It is assumed that the husband-
wife-child family structure is the "normal model" or "best model" which

serves as the norm by which other family structures can be evaluatead

(Thomas and Sillen, 1972). It may also be assumed, that the "single-parent




family" is a "tangle of pathology” which produces predictable dysfunctional

consequences.

Terms and general definitions that attempt to represent or describe
the alternative family structure present problem. for a number of reasons.

First, there are an array of terms that fragment the subject, without
fully describing the components of the alternative family structure. A
number of these terms include:

1. Beyond Divorced Individuals
2. Formerly Married

3. Fatherless Homes

4. Female Headed Families
5. Male Headed Families

6. Never-Married People

7. Never-Married Fathers

8. Never-Married Mothers

9, One~Parent Family
10. Parents Without Partners
11, Single Fatherhood
12. Single Motherhood
13. Single Parents
14. Single P:rvent Family
15, Sole Families
16. Solo Families

Second, the alternative family structure is a dynamic family organiza-
tion that is configured in different ways at different times. Terms and
general definitions do not make visible, the invisible structure of the
family organization. For example, in regard to the "single-parent family"
all or part of the children may not be physically present in the home.

In addition, a child may mature into an adult and still be living in the
home for a number of rea:ons. Another example is the “female headed
family"”, -hich ray concist of a mother and her children or two cisters

living together.
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Third, terms and general definitions do not address the process by

which alternative family structures come into existence, evolve into
other living arrangements or cease to exist. This process is often
traumatic, unpredictable and unplanned. The process is important for

a number of reasons, which includes understanding family dynamics, social
dysfunction, survival techniques, medical needs, psychological needs and
financial needs. It is also important for accessing intervention
techniques and the level of self-image of the family members.

The alternative family structure may come into existence due to
imposed or non-impoced separaticn, divorce, death, illegitimate children,
adoption, separate households, illrness or long-term institutionalization.
The same family structure mav cease to exist due to remarriage, recon-
ciliation, departure of fomily members, death or uniting with other
families (put together familie:;, . 1t should be ncted that when the
alternative family <trusturs coascs to exist, the poycholegical trauma
associated with its crearion oo exytence may linger for years. It 1is
also important to realize tnat tls family structur. may not have returned
to a traditicnal family structur., but evolved into other living arrange-
ments, such as the wife living alo;c. 1Irn these instances, rather than a
reduction of psychological trauma there may be an inorcase.

Certainly, the alternative family structure can be adequately defined,
but one must beware of verbal utterances without clear meanings. I hope
that I have communicated that terms and definitions must be carefully
selected and defined to adeqgquitely aencribe tl > targel p.rulution, especially

for rescarch inquires and interveasi n *echniguec.
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Research-and Theoretical Disarray

"Qrder is a lovely thing;
On disarray it lays its wing,
Teaching simplicity to sing"

Anna Hempstead Branch

I would like to make a brief comment on the research and theoretical
state of information pertaining to elements of the alternative family
structure. Research in the field is diverse and conflictual. One is
immediately immersed in a variety of subject areas which address various
components of the al;ernative family structure, such as: sexuality,
birth control, abortion, family planning; child development, public health,
counseling, social Qork, religion, history, medicine, sociology, psyclology,
anthropology, administration, and business. The conflictual nature of the
research is an expected reality, but it is unfortunate that almost any
reasonable thesis, and some unreasonable, can be supported by the literature.
It makes no difference if theories are in direct conflict of each other,
support can be found for both contentions. The conflictual and changeable
nature ot resecarch findings may be rationalized by realizing that "research
results are the best thing to believe at the time and place."

The theoretical base of the alternative family structure is diffuse,
concepts continue to proliferate and terminology is fluid. No one perspective
has eminent domain, which is to be expected, due to the complex socio-medical
components of the alternative family structure. For example, in regard to
adolescent unwed pregnancies there are at least eight theoretical

perspectives that attempt to explain the phenomena, which are:



1. Psychoanalytical perspective (Edin, 1954; Young, 1954; and
Bernstein, 1971)

2. Psychological perspective (Pannor, 1971; Krammerer, 1969; and
Wimperis, 1960)

3. Sociological and political perspective (Vincent, 1961; Liben,
1969 and Rains, 1971)

4. Medical, prevention and treatment perspective (Illegitimacy:

Data and Findings for Prevention, Treatment, and Policy Formulation, 1965)

5. Demographic and ecological perspective (Yurdin, 1970 and Her:zog,
1967)

6. Pathology and stress perspective (Bacon, 1974)

7. Moral and economic perspective

(Facts, Fallacies and Future - A Study of the ADC Program of

Cook County, Illinois, 1960, and Illegitimacy and Its Impact on the ADC

Program, 1960)

8. Anthropological perspective (Malinowski, 1964; and Mead, 1939)
In summary, the existing research results reflect the need for

theoretical refinement and continued emperical research.

State of Military Research: Sianificant Uncertainity

"all that lies between the cradle and the grave is uncertain"
Seneca
Contact with various military agencies regarding the "military single-
parent family“, revealed six common responses. Not all these responses

were directly related to the "military single-parent family".
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' First, there is an awareness that women are on the increase in the
military, especially since 1972. This increase has initiated new
problems and/or has surfacecd problems not previous!y recognized.

Deputy Assistant Secretary of Defense (EquaI:SPportunity) M. Kathleen
Carpentecr publically announced to the Defense Advisory Committee on Women
in the Services (DACOWITS) at its last meeting that the Services plan to

almost double the number of enlisted women in the active force, as

reported in The Stethoscoye, Fitzsimons Army Medical Center, February 23,

1978. DASD Carpenter indicated that increasing the level of women from
5.5 per cent to 11 per cent by 1983 is what she considered a threshold
number and not an upper limit. This would result in increasing the
current number of 100,000 enlisted women to just under 200,000. She
stated that "The #ay 1977 Study on the utilization of military women
directed by Secretary of Defense Harold Brown, as well as other studies
conducted in the same time frame by private ins.itutions and Congress, all
agree that women are cost effective and essential to the all volunteer
force."”

Second, the nurhicr of "military single-parent families™ is unknown.

implemented within the year by various branches of the military. These
studies will be directed towsrd the “military single-parent family."
Fourth, an undetiermined number of single and married female soldiers
with children fcel snapicions of the military, when they are asked if
they have children. It soems that ther. 1s a feeling, by some, that a
state of antagonistic cooperation exist between the institutions of the

military and the fomily (Hill, 1976).




Fifth, administrative procedures exist to voluntarily or involuntarily
separate women, who become pregnant, from the military {(York, 1978). In

the Army, voluntary separation’s are offered under AR 635-200, Chapter 8

(Personnel Separations - Enlisted Personnel), dated 1 March 1978, which

supersedes AR 635-200, dated 15 July 1966 (no regulation presently exists

for officers). AR 635-200 requires counseling, without coercion, and the ;
signing of a statement by the pregnant soldier and s=zlection of one of
two options. The statement and options are as follows:

Statement of Counseling: I affirm that I have been counseled
by (Grade) (Namg) this date on all items on the
attached counseling checklist and I understand my entitlements
and responsibilities. I understand that if I elect discharge

I will be entitled to medical care at government expense at a
military medical treatment facility up to 6 weeks post-partum
for the birth of my child and that T may remain on active duty
until 30 days prior to expected date of delivery or latest date
my physician will authorize me to travel, whichever 15 earlier.
I also understand that should I remain on active duty I will be
expected to fulfill the terms of my enlistment contract., If I
elect to remain on active duty, I understand that I must remain
available for unrestricted service on a worldwide ka=is when
directed and that I will be afforded no special consideration
in duty assignments or duty stations based on wv status as a

S A b, R

parent.
Options:

I elect discharge for reason of pregnancy UP Chapter 8, AR 635-
200, I desire to remain on Active Duty until {(date is not

later than 30 days prior to my expected dite of delivery.)

I elect to remain on Active Duty to fulfill the terms of my
enlistment contract.

Involuntary separation is performed undor AR 635-200 Chapter 5
(Separation for Convenicnce of the Government) dated 21 Nov 1977. Involun-
tary separations are initiated "hecause of inability to perform pres:ribed
duties, repetitive absenteeism or nonavailability for worldwide assignment

as a result of parenthood."”




Sixth, there are many significant uncertainities (questions and
policy issues) pertaining to the "military single-parent family" to be
researched and addressed. These uncertainities center around the
impact the military has on the single-parent and the impact the single-
parent has on the military. Various unanswered questions include:

A. What is the actual number of "military single-parent families?"

B. How is the "military single-parent” to be utilized?

C. Should the "single-parent" be encouraged to join the military?

D. Should the military assume the responsibility of providing
special services to the "single-parent family?"

E. Are children of the "military single-parent" at higher risk (child
abuse, child neglect, parental deprivation, availability of pediatric
medical care, availability of educational obportunities and social and
psychological deprivation) than children of "civilian single-parents"?

F. Is there a significant amount of loss time to the mission of
the military when the sponsor and dependent roles merge into one, such
as with the "military single-parent"?

G. How is the dual responsibility dilemma to be addressed? The
dilemma presents itself when the "military single-parant" is held equally
responsible for the roles of soldier and parent.

H. What influence does military policy have on the abortion,
relingquishment and retention rates?

I. What happens to the children of "military single-parents" if

mobilization takes place?
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r Problems Facing the Sccial wWorker in respondina to Unwed Adolescent

Pregnancies
"The biggest probl.nm irn the world could have been solved when it

was small."
The Way of Life According o0 Loatzu

The alternative family ctructur: i3 too complex and broad to discuss
in a brief period. Therciore, 7 wvould Yike -—o «ddress one component of f
that structure: problewsz encountered with adolescent unwed pregnancies, %
active duty and dependont. g
The pregnant paticnt hig tivan bauis option: in regarzd to her born
or unborn child, the-o 1o Joerticn, soliposishment or retention
{(keeping). Tatient: wi Jcoir to abert, wodelly coalact social work
service by telerhane (v The nadority of pregnant
adolescent patients Wi are copesd ond deasdre vo reiic uish, keep or are
uncertain what to o e o cioslly sean at Social work Coervice.  Various
problems are expericnosd vorking with «liolercont pionant patients who
are unwed.
First, there iy the prod L ‘ty (Bemis, Diers
and Sharpe, 1976) and availalbilit, My experience
has been that the pregnant unwed adoloscent R SY1 nte herself
late in her preqnancy for pedtroal treatmont e o oo Lal work service,
It is not uncommoi: for Lor ok, b vt o s and accial work
services to be on the day of Jelivors e oo oor e postronenent
of medical and cccilal work sopvioes Daclude:  cono o cirent of pregnancy,
denial of proanancy, un.eire services wore avatlaile or necded, afraid
to seck cervice: andd rrocr ot tion of the rowvatalie deorsion to .

relinquish or to keep - he ohy::
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Orice the patient is identified, availability problems may continue.
The patient often experiences difficulties in keepirg appointments due
to the lack of transportation, school and work responsibilities and
military duties. Once the patient delivers, there is a rapid termina-
tion from services.

It is unusual for the father of the child to be available. I have
found that the patient's “boyfriend", if one exists is more often avail-
able than the father. The father may be unknown to the mother, or she
may refuse to reveal his name, he may be physically on the run, afraid
or embarrassed to present himself or the patient's father may not allow
him to have contact with his daughter.

Auxilary persons are often not available due to the "secret of
pregnancy". When the patient is a dependent, it is common for her mother
to be aware of the pregnancy and supportive. The dependent's father is
often unaware of the pregnancy, and the father of the child may not even
be aware of the pregnancy. The parents of the father may be aware of the
pregnancy, but they often refuse to take any responsibility in the
decision-making process and may be entangled in legal action, due to
the pregnancy, and desire to minimize their involvement. When the patient
is active duty and decides to relinquish, her parents and her duty section
are usually unaware of the pregnancy and the relinquishment. She seldom
decides to keep the child, unless emotional and finazncial support is
received from the father, boyfriend, her immediate family or if she is

financially independent, which is rare.
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transference, it is possible that the patient may receive intervention
procedures that are not appropriate, and do not meet the patient's needs.

The social worker must be aware of his or her own biases that could result

in the needs of the social worker taking priority over the needs of the
patient.

Fourth, there is the inappropriate and often unpredictable intervention
by medical professionals, non-professionals and business professionals.
Inappropriate interventions can strike swiftly and can result in acute and

chronic complications. Examples of these interventions include: (a) a

hospital non-professional confronting a patient with her "shameful behavior,"
after she decided to relinquish her child, (b) patients being contacted

by medical professionals or business professionals requesting that the patient
take their child out-of-state for adoption which may be accompanied by a
significant financial payment to the patient and (c) biased "professional

advice" offered by the professional medical staff, The biases of the

staff are often transferred to the patient with skillful finess.

I have found that by preparing the patient for inappropriate and
unpredictable interventions in a non-threatening manner (forwarned-
forearmed) can minimize the effects of these interventions. In those
cases, where the influence of these interventions cennot be minimized,
learning to apologize well is useful.

Fifth, there is the issue if a male or female social worker should
work with pregnant women. I have found that the gender of the worker is
not the issue, it is the guality service provided that is important.

Eight lessons learned from personal experience

“Experience is the extract of suffering”

A. Helps
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Following are a number of lessons that I have learned from working
with unwed adolescent patients.
First, the unwed pregnancy can be a positive growth experience. The

pregnancy and the decision to abort, relinquish or keep is often not as

traumatic as one is predisposed to believe and does not lead to irreversible

personality changes. 1If the social worker will set the proper atmosphere,
and encourage growth to take place, the pregnancy and disposition decision
can be a maturing constructive experience.

Second, the mother of the patient is often of crucial importance.

She is available when no one else is and is the source of family resources.
She is ultimately involved in the decision making process and is the one
who supports the decision and makes it work. If she is excluded from the
intervention process, she is only excluded in the mind of the social worker.

Third, follow-up services need to be offered t¢ the pregnant patient.
After the brief iritial involvement of hospital personnel and the family,
there exists the aftermath of termination and isolation. The patient is
then alone and needs periodic assistance.

Fourth, don't be embarrassced to ask questions that are germain. The
social worker must distinguish between voyeristic needs and intervention
needs, but when information is legitimately neecded it should be requested.
Often the question has more potential for embarrassing the social worker
than the patient.

Fifth, be specific when asking questions, don't issume or generalize.

Sixth, discover the nature of the sccret::. Unwed pregnancies always

involve keeping secrets from somzone. Knowing the secrets assists in
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( understanding the dynamics of the pregnancy, the patient's family and

avoids violation of confidences.
Seventh, do not restrict birth experiences. For example, allowing
and encouraging a patient, who has elected to relinguish her child, to
deliver by the Lamaze method may satisfy needs that cannot be relived or
re-experienced.
Eighth, a multidisciplinary approach is more effective than a single
approach. Suggested persons and agencies to be involved in a multi-
disciplinary approach include:
A. Physician - Adolescent Medicine Service
B. Maternal and Child Social Work Officer
C. Nursing Supervisor for Maternal and Child Health
D. Community Health Nurse
E. Chaplain for Obstetrical Services 1
F. Head Nurse OB Clinic g
G. Head Nurse Post-Partum
H. New Patient Nurse OB Clinic
I. Newborn Nursery Nurse Clinician
J. Head Nurse of Labor and Delivery
K. Civilian Social Service Agencies

L. Licensed Adoption Agencies




SUMMARY

The paper entitled, Sing}e—Parent Family: Active Duty ané Dependent,
was divided into five areas.

First, problems encountered with definitions of the alternative
family structure. Problems included the inability of terms to accurately
describe the components of the alternative family scructure, incapacity
of terms to make visible the structure of the family organizatior and
terms not identifying the process by which the alternative family
structure comes into existence.

Second, research and theoretical disarray. It was indiceted that
research in the field was Jiverse and conflictual. The theoretical
base of the alternative tamily structure was described -+ being diffuse,
with terminology in a constan:t state of change and further coniused ¢
a proliferation of concepts.

Third, state of militay research or significant uncertainity.

Six common responses wore diccussed in regard to inquiries regarding
the "military single-parent Jamilv™.

Fourth, problems facing the social worker in dealing with unwed
adolescent pregnancic:s. Thooe problenms included patient availability,
abundance or dearth of availal.le resources, ccuntertrarsference, inagpro-
priate and unpredictable interventicns and gender ol sccial worker.

Fifth, eiqght lesscons learncd rrom personal cxpericonee.  These lessons
were the positive arowth oxjoricncs of pregnancy, Yae orucial importance

of the patient's mother, the rneed Ver tollew-up scrvices, the request for

ey




\ legitimate information, the need to ask specific questions, the
importance of discovering the secrets of pregnancy, the encourage-
ment of normal birth experiences and the effectivenecs of the

multidisciplinary approach.
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